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New antibiotic combination... 


Dicrysticin 


Squibb Procaine Penicillin G with Buffered Crystalline Potassrum Penicillin G 
and Dihydrostreptomycin Sulfate 


For Aqueous Injection Dual antibiotic attack on bacteria. 
Broad antibacterial spectrum. 
Effective in many resistant infections. 
RELATIVELY NONTOXIC —there is" 
only 0.5 Gm. dihydrostreptomycin for 
igh each 400,000 units of penicillin. 
The comparatively small amount 
of dihydrostreptomycin reduces the 
risk of toxic reactions without 
sacrificing effectiveness. 


Recommended for: 


e Prophylaxis of wounds to avoid 
contamination 

e Treatment of peritonitis 

e Chronic mixed infections of the respiratory 
or urogenital tract 

e Mixed infections of the bones 
and soft tissues 

e Selected cases of subacute 
bacterial endocarditis 


Vials containing 400,000 units 

of fortified procaine penicillin 
and 0.5 Gm. dihydrostreptomycin 
sulfate 
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SQUIBB — leader in the research and manufacture of penicillin and streptomycin 
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PROTEA PHARMACEUTICALS LIMITED, P.O. BOX 7793, JOHANNESBURG Telephone 33-221! 
Also at Cape Town, Port Elizabeth, East London and Durban 
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MASSIVE 
Nalicylate 


Therapy 
IS 
indicated 


NOTE: Full documented evidence 
of the value of succinate-sali- 
cvlate therapy in cases of 
rheumatoid arthritis, ostevarthri- 
tis, acute infectious arthritis, mixed 
arthritis, spondylitis and acute 
rheumatic polyarthritis will 
gladly be sent to any qualified 
medical practitioner on request 


JOURNAL 


The use of massive dosage of salicylates in the treat- 
ment of Rheumatoid Arthritis and other Arthritic 
and Rheumatic disturbances may now be recommen- 
ded without the danger of toxicity. 


The depression of blood prothrombin, and other 
unpleasant side effects where large and sustained 
doses of salicylates are required are inhibited by a 
scientifically balanced combination of calcium 
succinate and acetylsalicylic acid 


Succinate, a physiological respiratory catalyst as well 
as an accepted therapeutic agent in arthritic 
disorders, prevents the toxic effect of salicylate 
on the liver. Clinical tests have shown that 

where succinate-salicylate therapy is administered 
no fall in blood prothrombin occurs, even when 
doses of up to 120 grains of acetylsalicylic acid are 
required daily! 


Succinate-salicylate therapy can now be applied 
conveniently through Dolcin tablets. Dolcin, pre- 
pared under rigid laboratory control, is a 
combination of calcium succinate and acetyl- 
salicylic acid in a scientifically balanced formula 
which will maintain necessary high salicylate blood 
levels without danger of toxic reactions. It is 
available through pharmacists 


ANALYSIS: Calcium succinate 2-8 grains per tablet. 
Acetylsalicylic acid 3-7 grains per tablet. 
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These ill - effects 
do not arise with 
APONDON 
by reason of its 
unique composition 


BASE 


Standardised THYROID, our choline derivative PACYL, pure 
ERGOT alkaloids. PACYL and ERGOT synergetically suppress 
the undesirable non-metabolic thyroid influence. 


INDICATIONS 


Obesity, myxaedema and allied endocrine dysfunctions. 


During 2 years of observation Apondon was used in 60 cases of obesity 
resulting from endocrine disturbances, in some cases coupled with 
overfeeding. The results were most favourable, and showed the 
superiority of Apondon to ordinary thyroid preparations. 

G. STOETTER, Med. Clin. 1936/30 


Supplied in bottles of 25 and 500 pills. 


VERITAS DRUG COMPANY LIMITED 
LONDON AND SHREWSBURY - ENGLAND 


For further information and samples apply to our Distributors 
im South Africa 


LENNON LIMITED - P.O. Box 8389 - JOHANNESBURG 


The sovereign treatment of essential 
climacteric or arteriosclerotic 


HYPERTENSION 


APONDON 
for Safe weight reduction : 
Thyroid Vax, 
> 
by pharmacologically detoxified Thyroid . 
7 
a0 and its concomitant symptoms 
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NEW ADVANCE 


in sex hormone therapy 


Mixogen is the new Organon preparation presenting 


the male and female hormones physiologically balanced 
in one tablet for the treatment of all signs and 
symptoms of declining sex hormone function in 
either sex. The synergistic combination of these 
B.P. substances confers beneficial results greatly 
exceeding any obtainable with much larger doses 
of either of the components alone, without the 
unwanted effects often associated with one- 
sided sex hormone therapy. The remarkable 
sense of renewed mental and physical vitality 


is a notable feature of the treatment 


methyltestosterone B.P. in each xX G 


toblet Male and Female Hormones in one tablet 


In Perspex tubes of 25 tablets and in bottles of 1/00 
Full Literature and Bibliography on request 


IRGANON LABORATORIES LTD., LONDON 


SOLE SOUTH AFRICAN DISTRIBUTORS 


licakenegs PHARMACY LTD. 


. BOX 256, JOHANNESBURG 
P.O. BOX 568, CAPE seu “om BOX 2383, DURBAN P.O. BOX 789, PORT ELIZABETH 
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ethinylestradiol B.P. and 3.6 mg 


» of 
aye 
: 
4 
« 
“SS —-— 
4 ca 


9 Februarie 1952 S.A. TYDSKRIF VIR GENEFSKUNDE 


BENESAL 
SALICYLAMIDE 


(BENGER) 


Recent intensive research indicates that 


in Salicylamide Benger (ortho-hydroxy 


benzamide) the clinician has a powerful weapon 
against pain—one that permits the massive 


doses not possible with other analgesics, 


NALGESIC- BSENCE OF PPLICATION 
ANTIPYRETIC ACTION TOXICITY 


Hart. E. R. (1946) Bull. Fed Numerous workers have Salhicylamide (Benger) has no 
Ass. Soc. Exp. Bio. 5, 182 demonstrated that the drug unpleasant taste and permits 


has shown that Salicylamide is well tolerated and in the use of high doses without 


possesses an analgesic potency contra-distinction to sah undesirable side-effects It 


74 times that of aspirin. This cylate theray prolonged may be used as a powerful 
agrees with the clinical find and massive oses do not general analgesic and in the 
ings of Litter t al 1951 produce treatment of rheumatic fever 
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No post-operative complications with 


‘KEMITHAL’ SODIUM 


TRADE MARK 


Wherever an intravenous anaesthetic is Notable features of its use are minimal 
indicated, ‘Kemithal’ Sodium can be used respiratory depression and a consistently 
with advantage. Both for induction and for good post-operative recovery, free from 
surgical anaesthesia of short or prolonged vomiting, restlessness and protracted de- 
duration it has proved to be highly efficient pression. A number of workers have 


and satisfactory, with the advantage of commented upon the reduced incidence 


a relatively high therapeutic quotient. of laryngeal spasm with ‘Kemithal.’ 


*Kemithal” Sodium « issued in ampoules of | 
gramme and 2 grammes in boxes of 5 and 25, with 
or without sterile distilled water in ampoules of 
10 <.c. and 20 ¢.c. respectively; ampoules of § grammes 
Kemithal’ Sodium are also available in boxes of 5 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


(A subsidiary company of Imperial Chemical Industries Ltd.) 
WILMSLOW, MANCHESTER 


Distributors : 
LC. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
P.O. Box 7796, 
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The origin and early development of this Centre, which 
was the first Health Centre to be established by the 
Union Health Department, has been described by Gear,* 
by Kark and Kark* and by Kark.°.’ Following the 
Report of the National Health Services Commission in 
1944, the government decided to establish Health Centres in 
various parts of South Africa. Pholela was considered a 
useful pilot project in this new service. Medical Officers and 
other staff appointed to the various newly created Health 
Centres were first sent to Pholela to gain experience in 
Health Centre practice and to study the methods evolved 
there. At the same time it was realized that Pholela 
could not remain the only teaching and investigation base 
in a service to be provided for various types of com- 
munity in South Africa. As a result the Pholela Centre 
became the rural section of an Institute of Family and 
Community Health which was established with head- 
quarters in Durban.'*:* Established in April 1940, it 1s 
the oldest section of the Institute. After 11 years of work 
a further report of progress will be of interest. 


THE NATURE AND EXTENT OF THE SERVICE 


The essential features which have developed include care 
of the sick and prevention of illness by the doctor and 
nurse, associated with a programme of health education 
carried out by specially trained ‘health assistants’ acting 
under the direction of the doctor. The result has been 
closely integrated curative, preventive and pro- 
motive health service in which there is an ever increasing 
appreciation of the community's health needs and an 
understanding of the various families served. During the 
past year the Centre has been fortunate in having a dentist 
on the staff; the preventive and curative service has thus 
been expanded to include this most important aspect of 
health care 


i very 


* The References will be published at the end of the concluding 
part of this paper 
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and 
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The Health Centre's practice consists of a general 
service and a more defined family health and medical 
care programme 


1. The General Service. This is available to all who 
wish to use it regardless of their domicile. It includes 
out-patient treatment of the sick and special sessions for 
the care of the expectant mother and the mother with her 
baby. However, many patients who come to the Health 
Centre from neighbouring magisterial districts are 
encouraged to see the district surgeons and other medical 
practitioners in their immediate neighbourhood. 

In addition, Health Centre staff are often asked to assist 
in the control of outbreaks of epidemic diseases in neigh- 
bouring districts. 

2. The Family Health and Medical Care Programme 
This relatively intensive service was started in 1942, 
including 130 families with a total population of a little 
less than 900 persons. By gradually extending the area 
of this service the Centre now provides a family health 
and medical care programme for a population of some 
8,500 people in the district of Pholela. 


THE RESPONSIBILITIES OF THE VARIOUS MEMBERS OF THE 
STAFF 

1. The Medical Officers. Bach doctor on the staff is 
responsible for between 400 and 500 families living in 
a defined area Thus each doctor, in addition to the 
general out-patient service, is responsible for between 
2.500 to 3,500 people included in the programme. His 
functions in respect of these families include: 


(a) The treatment of the sick at the Health Centre and, where 


necessary, in their own homes. 

(b) Preventive services, of which the foundation is the 
periodic health examination 

(c) The direction of the nursing service and health education 
programme that is carried out by the nurses and health 
assistants working with their families 

2. The Nurse. Like the doctors, each nurse is con- 


| 
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cerned with both curative and preventive aspects of 


nursing in the families she serves. The main orientation 
of the preventive nursing service is towards the care of 
the expectant mother, midwifery, and the care of the 
mother and her Special sessions for expectant 
mothers and mothers with their babies are organized at 
the Health Centre and at suitably located homes in the 
district 

3. Health 


baby 


Assistants Their main function is health 


education. By means of home visiting, group discussion 
and practical demonstration, an intensive educational 
programme for better health is carried out. The major 


aim is to stimulate the people so to modify their own 
way of life as to lead to better standards of health. This 
persistent personal health education of men, women and 
children is directed towards the following objects 


(a) Reduction of the high incidence of preventable com 
municable diseases by explaining the nature of these diseases 
and their spread. Improvement in the home and its environs, 
more especially in respect of the sanitary disposal of refuse 
by the making of compost, the construction and use of pit 
latrines, the protection of food stored in the home, the 
protection of water supplies and improvements in the structure 
of the huts built by the people. This programme of improved 
environmental hygiene is associated with one directed towards 
raising the standards of personal hygiene 

(b) Improvement in the state of nutrition through improve 
ment in the dict. This involves increased knowledge in regard 
to the relationship between diet and health in general as well 
as in regard to the special needs of different age groups and 
the expectant and nursing mother 

(c) An appreciation of the value of periodic health examina- 
tions and the need for treatment of disease in its early stages 
This requires fundamental education as to the meaning of 
health and the nature of various diseases. The people's own 
concepts have to be carefully studied in a programme of this 
kind and their own experience related to the various aspects 
of health and disease which are discussed 


While the health education programme is presented in 
simple form, it requires considerable skill and patience 
and to this end the specially trained health assistants are 
directed by the medical officers in charge of the Health 
Centre practice. 

In this way a clinical and preventive service provided 
by family doctors and nurses ts integrated with a pro- 
motive service carried out by health assistants trained as 
community health educators. More specialized services 
(provided by the dentist, and special laboratory diagnostic 
facilities) considerably enhance the scope of work of the 
Health Centre 

During the course of year the Health Centre has 
some 26,000 attendances for curative and preventive care; 
in addition some 14,000 home visits are carried out 


a 


SOME IMPORTANT FEATURES OF THE SERVICE 


The very common of various communicable 
diseases and the extent of chronic malnutrition, associated 
with frequent episodes of nutritional failure, 
inevitably resulted in considerable attention to these 
problems in the Centre's programme. Maladjusted and 
unhappy relationships with emotional tension and neurotic 
conflicts are major features of the various illnesses 
believed to be due to witchcraft. Clinical practice and 
health education require an understanding of these pro- 
cesses if the needs of the people are to be met by the 
Health Centre 


occurrence 


acute 
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1. The Control of Communicable Diseases. Preventable 
communicable diseases are among the most important 


causes Of ill health and death in the Pholela community. 
Among the more common diseases are syphilis and tuber- 
culosis, typhoid fever and dysentery, typhus fever, small- 
pox, diphtheria, measles, whooping cough, and skin 
infections, viz. scabies and impetigo contagiosa. 

(a) Epidemics. Serious epidemics of typhoid, typhus, 
smallpox and diphtheria are by no means uncommon, 
and the Health Centre has assisted in the control of out- 
breaks of these diseases in the neighbouring areas of 
Himeville, Richmond, Ixopo, Impendhle and the Swart- 
kops Native Reserve area of the Pietermaritzburg district. 

In the early days of its existence (before the creation 
of a family health and medical care programme) several 
major epidemics occurred in the immediate vicinity of 
the Health Centre. The development of a family health 
and medical care service to the people living in a defined 
area has had interesting results in this regard. As pre- 
viously stated, the defined area which was begun in 1942 
with less than 1,000 people has steadily expanded to a 
very much wider area in which some 8,500 people are 
now included. 

Since the introduction of this combined preventive and 
curative service no epidemic of various major communi- 
cable diseases, such as typhoid and typhus fever, smallpox 
and diphtheria, has occurred in the expanding defined 
area. On the other hand, the Health Centre has been 
called upon on an average 3-4 times each year to assist 
in the control of such epidemics in areas as far as 50-60 
miles away from the Centre itself 

In order to keep this defined area free of outbreaks of 


these diseases, the people are given instruction about 
these diseases, and methods of their prevention. Strenuous 


efforts on the part of the health assistants to interest the 
families in improved home and environmental cleanliness 
and in personal cleanliness have met with a good deal of 
success over the years. Over 150 families now have 
compost pits in which their household refuse is deposited, 
and some 100 to 120 families have co-operated in buying 
material to protect their water supplies. The labour for 
this purpose is provided by the people themselves; the 
Health Centre, having stimulated the desire, then provides 
the necessary technical advice. In this way also a number 
of pit latrines have been built and improved methods of 
food storage introduced. The progress is slow but each 
year the momentum increases 

People are encouraged to be vaccinated and immunized 
as part of their routine care by the Centre, and all huts 
are regularly dusted with DDT powder to kill lice. For 
the last few years this routine dusting has been carried 
out by the families themselves 

The efficacy of this programme is indicated by the fre- 
quency with which families served by the Health Centre 
have been exposed to infection without a local epidemic 
resulting. Patients suffering from typhus, typhoid fever 
or diphtheria have come to live in homes in this area, 
in order to get treatment from the Health Centre. In no 
case has there been any spread of the disease. The 
health assistant has not only proved a most useful health 
educator but, by his knowledge of the community, has 
been able to report on the arrival of a sick person to a 


9 Februarie 1952 S.A. 


particular home. This has led to early recognition of 
such cases by the medical officers and medical aids, with 
consequent early treatment and preventive measures. 

(b) Scabies and Impetigo. When the Health Centre 
first commenced work, scabies and impetigo, while seldom 
causes of death, were major causes of ill health in this 
community. A minority of homes were without one or 
both of these diseases, and in infants and children the 
condition was often generalized and very severe. Records 
for 1942 show that 17 per cent of patients attending the 
Health Centre were grossly infected, while 82 per cent 
of school children examined had either scabies or 
impetigo. 

Initially attempts were made to control this disease by 
treating all the school children. After a year of intensive 
effort the results were not satisfactory, as most of children 
became re-infected at home Home treatment, both 
curative and preventive, was then instituted. This involved 
education on the role of personal cleanliness in the 
prevention of the disease, and persuasion of the whole 
family of an infected case to undergo treatment. 

As a result of this programme carried out over the 
years, only 3.6 per cent of patients attending the Centre 
in 1950 were found to be infected (the infection usually 
being of a mild nature) and 7.8 per cent of school children 
examined had either scabies or impetigo. Severe 
generalized scabies with superimposed impetigo is now 
not seen in school children and babies of thw area. 

(c) Syphilis. It is difficult to give an exact figure for 
the incidence of syphilis in this community, as most male 
migrant labourers do not attend the Centre on their brief 
visits home from town. The Health Centre figures indi- 
cating an incidence of between 85 and 100 cases per 1,000 
population are probably an understatement of the true 
state of affairs. 

Because of the common occurrence of the disease in 
the community, and more especially its very high 
incidence in expectant mothers and babies,” attempts to 
raise the standard of health of the people have included 
an intensive educational programme related to the early 
treatment and prevention of syphilis 

Early diagnosis of infection and case finding is an 
essential part of this programme, and the Wassermann 
test is routine in all health examinations. Of more 
importance in the control of the disease is the extent to 
which infected persons and their immediate contacts 
appreciate the need for full and adequate treatment. To 
achieve this, doctors and nurses spend much time explain- 
ing the nature of the disease and the need for treatment to 
individual patients At the same time a community 
health education programme is carried out, in which the 
spread of the disease, its effects on the child, and its 
natural history This education has always 
to take into consideration prevailing concepts of the 
people in regard to the disease and the relationship of 
these concepts to culturally accepted theories on etiology 
and methods of spread of illness. Where such thought 
processes are in direct conflict with the ideas of modern 
scientific medicine, and are likely to impede efforts to 
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control the spread of the disease, great patience and tact 
has to be exercised by the educator in an effort to bring 
The 


such concepts more into line with modern ideas 
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successful when com- 
and specific 


is likely to be 
attitudes 
concepts concerning the particular disease are intimately 
understood. 

In this way a more enlightened public opinion is being 


programme 
monly accepted 


more 


towards illness 


developed so that not only is an increasing use being 
made of the health examination offered, but 
patients diagnosed as having syphilis also co-operate very 
well in the necessary treatment. Here it is important to 
mention a feature of the family service. There are no 
special disease clinics, with the result that patients who 
have syphilis are not segregated at special sessions. They 
attend the Health Centre with others and the treatment 
of these syphilitics is included as part of a programme 
directed towards improving their health. The health 
education of the community by health assistants associated 
with that of the individual case by the doctor and nurse, 
can be seen in the very good response of patients to the 
treatment advised. 

The treatment for cases of congenital, primary and 
secondary syphilis, as well as for syphilis in expectant 
mothers, has been for an initial course of Penicillin 
(6,060,000 units, consisting of 600,000 units daily of 
Procaine Penicillin with Aluminium Monostearate in oil), 
followed by arsenic and bismuth therapy (5 courses of 
8 injections each, given weekly). The response of 55 
patients advised to undergo this course of Penicillin 
treatment is shown in Table I. 


service 


TABLE I: RESPONSE OF PEOPLE TO PENICILLIN THERAPY 
No. of 
Injections Males Females Total 
(600,000 
Units per day) No No No 
10 11 61-1 25 67-6 16 65.5 
& 3 3 
6 
5 2 2 5-4 3 
4 5-6 2 5-4 3 
3 1 5-6 1-8 
2 2 2:7 3 
0 
Tota 18 100-0 37 100-0 55 100-0 
Thus 65 of the patients advised to have daily 
Penicillin injections, completed their course in spite of the 
long distances they had to walk over mountainous 
country, while a further 16%, had 8 or more injections 
Over 80°, of these patients therefore received 4,800,000 
units of Penicillin or more 
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The attendances for the further arsenic and bismuth 
injections are, as might be expected, a good deal more 
irregular, but the majority of the patients received 16-24 
injections of arsenic and bismuth following their Penicillin 
treatment 

Despite the continued re-introduction of active infection 
by migrant labourers on their return home, there has been 
a marked drop in the frequency with which new cases of 
syphilis are diagnosed. In 1945, 347 new cases of syphilis 
were diagnosed in persons who came from homes included 
in the family service, which at that time involved a defined 
area with a population of a little less than 6,000. By 
1950, the defined area in which the family health and 
medical care programme was applied had expanded to 
include some 7,500 persons. Nevertheless, during the 
course of the year the number of new cases diagnosed 
was considerably less than that of 1945, viz. 176 new cases. 

(d) Tuberculosis Tuberculosis is a serious public 
health problem in this community. In a survey carried 
out in one section of the district, consisting of 150 homes, 
no fewer than 26 (17.3 per cent) were found in which 
there was, or had recently been, an active case of tuber- 
culosis. The known case incidence in the defined family 
service area is 15.7 per 1,000 population. This figure is 
probably an understatement; in the absence of X-ray 
facilities at the Centre, the majority of cases are diagnosed 
by the finding of positive sputum or a positive tuberculin 
reaction in babies, supplemented by radiological findings 
in a limited number of cases. Furthermore in 1950, 
10.6 per cent of the known causes of death were due to 
tuberculosis 

The Health 
spread of the 
headings: 

i. The care of the adult * positive spitter’ 

ii. The care of primary tuberculosis in infants and children 

i. The Adult. As soon as a diagnosis of active pulmon- 
ary tuberculosis is made, the patient and his family are 
met by the doctor and nurse concerned and the nature 
of the disease is discussed. This talk is aided by the use 
of the microscope and posters. Attempts are made to 
get agreement to hospitalization (either in Springfield 
Hospital, Durban, 100 miles away, or at a Mission hospital 
40-50 miles away). If hospitalization is refused, as it 
often is, the paient and his family are then shown how 
isolation can best be maintained in the home. The 
sleeping arrangements, disposal of sputum and ventilation 
of the hut are and arrangements made for 
regular attendance at the Health Centre of all other 
members of the family. In addition, attempts are made 


Centre's programme in controlling the 


disease may best be discussed under 2 
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to improve the diet of the patient and regular supplements 
of dried skim milk powder and vitaminized oil are made 
available. More recently PAS has been introduced in the 
treatment of suitable cases 

il. The Infant and Child. The main approach consists 
of attempts to remove the child from the active source 
of infection and to improve his nutritional state. 

The intimate knowledge that the Health Centre has of 
these families often facilitates the placement of such 
children with relatives away from the active source of 
infection. If the patient’s condition warrants it, an initial 
period in hospital is advocated. 

The family is then urged to take advantage of the 
Health Centre's nutrition programme to improve the 
dietary resources of the home. Regular attendance at the 
Centre ensures, among other things, regular therapeutic 
supplements of dried skim milk powder, vitaminized oil 
and vegetables from the Health Centre demonstration 
garden 

Integrated with this case work is the education of the 
total community, by the health assistants, of the nature 
of the disease, the methods of prevention and treatment 
in adults and in children. The role of good diet, fresh 
air and isolation of active spitters is particularly stressed. 

In association with Dr. B. A. Dormer, of the Depart- 
ment’s tuberculosis service, plans are being carried for- 
ward to establish a tuberculosis settlement at the Health 
Centre. This, together with the community health educa- 
tion programme, will reduce the tremendous resistance 
that exists at present towards hospitalization of patients 
so many miles away from home. 

This resistance is influenced by the belief that the 
symptoms of cough with blood-stained sputum and loss 
of weight, result from poisoning by an ill-wisher and can 
be cured only by a_ witchdoctor (inyanga), while a 
diagnosis of * tuberculosis * carries with it a death sentence. 
In addition to this widespread belief, the very poor nutri- 
tional state of the people facilitates the spread of the 
disease as does the inward flow of new cases returning 
from the towns. 

It can therefore be appreciated that control of tuber- 
culosis is at present dependent upon the nutritional state 
of the people being vastly improved, mainly through soil 
conservation (a national problem) the reduction of the 
numbers of migrant labourers (another national problem) 
the provision of adequate diagnostic and _ isolation 
facilities, and the education of the community about the 
nature of the disease and methods of prevention and 
treatment 

(To be concluded) 


ABSTRACT 


Treatment with Salvarsan 
which subsequently healed 
(1951): Ned. Tijdschr. v 


A Case of 
Bismuth, Mercury 

without Treatment 
Geneesk., 95, 2890 


Syphilis Resistant to 
and Penicillin, 
Doornink, F. J 


A 37-year-old man with primary dark-field positive syphilis 
and seronegative Wassermann, Meinicke and Kahn reactions 
was given 9 gm. of Salvarsan and 24 cc. bismuth The 
ulcer remained dark-field positive and the blood Wassermann 
reaction negative 


Penicillin G. was then given to a total of 4,800,000 units 
with similar results. The spinal fluid was also negative. 

After a month's rest oleum cinereum was given intra- 
muscularly in doses of 60 mg. bi-weekly to a total of 480 mg 
Dark fields from the ulcer and from the lymph glands were 
positive. The Kahn reaction was weakly positive at the end 
of this treatment. 

Three months later and without further treatment the 
lesion healed and al! tests were negative. The blood reactions 
were also negative three years after the infection 
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Palatable 
effective | *DIARRHOEA 


treatment 2 ULCERATIVE COLITIS 
for 3 URINARY TRACT INFECTIONS 


(when caused by B. Coli.) 


(CREMOTHALIDINE 


(Suspension of Sulfathalidine) 


Dosage: Adults: | to 2 teaspoonfuls four times daily. 
Children: to | teaspoonful four times daily. 


Infants: } to | teaspoonful three times daily. 


*The companion products ‘Cremosuxidine’ or ‘Sulfasuxidine’ should be used 


in both the acute and carrier phases of bacillary dysentery. 


Sharp & Dohme 


Distributors for the Union of South Africa: South African Druggists, Ltd., Johannesburg. 
Heynes Mathew Limited, Cape Town. os South African Drug Houses, Durban. 


CC ix 
7 
| 


Khelisem is supplied in 
25 mg. tablets in bottles 
of 50. Average initial 
dose, two tablets daily 
for one week. Literature 
available to physicians 
on request. 


South African Distributors 


WESTDENE PRODUCTS 
(PTY.) LTD. 


22-24 Essanby House, 175 Jeppe St. 
P.0. Box 7710, Johannesburg 

Phone 23-0314 
And at Cape Town, Durban, Pretoria 
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ANGINA 
PECTORIS 


The prompt coronary artery dilating effect of Khelisem (visam- 
min, Massengill) is considered greater than that of aminophyl- 
line and makes Khelisem especially valuable in angina pectoris. 
Since the effect is persistent, prophylactic use of Khelisem 
usually increases the patient's effort tolerance and lessens the 
frequency and severity of attacks. 


Because Khelisem also has a bronchodilating action, it has 
been used in bronchial asthma and is of value particularly in 
those patients who cannot tolerate or do not respond to the 
usual anti-asthmatic drugs. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
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South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


VAN DIE REDAKSIE 


DIE NUWE TARIEF YAN GELDE VIR GOEDGEKEURDE 
MEDIESE HULPVERENIGINGS 


Die aandag van al ons lede word gevestig op die feit dat 
die nuwe Tarief vir Goedgekeurde Mediese Hulpvereni- 
gings van krag met ingang van | Januarie 1952, onlangs 
aan hulle gepos is. Hulle word verwittig dat die Aanhef 
tot die nuwe Tarief in belangrike opsigte gewysig is. Hulle 
behoort, derhalwe, die nuwe Aanhef sorgvuldig deur te lees, 
veral die klousules betreffende beperkings van voordele. 

Die voorsiening van helende gesondheidsdienste deur 
middel vari Mediese Hulpverenigings word amptelik aan- 
beveel en sterk ondersteun deur die Mediese Vereniging 
van Suid-Afrika. Dit is in belang van die publiek sowel 
as van die professie dat die Mediese Hulpverenigings glad 
en suksesvol fungeer. Lede van die Vereniging sal der- 
halwe besef hoe belangrik hulle medewerking is, as hierdie 
groeiende tipe van mediese praktyk die welslae moet behaal 
wat dit toekom. By meeste van ons bestaan daar min 
twyfel dat die Mediese Hulpvereniging-praktyk die beste 
metode mag wees om die integriteit van private praktyk, 
en om die belangrike verwantskap tussen die dokter en sy 
pasiént, te bewaar. 

Die beginsel van Mediese Hulpvereniging-praktyk 
behoort ondersteun te word, veral op die huidige tydstip 
wanneer daar deur openbare owerhede op so ‘n groot skaal 
op die gebied van mediese sorg inbreuk gemaak word; en 
die funksionering van die Mediese Hulpverenigingskema 
sal, beide aan die kant van die mediese praktisyn sowel 
as dié van die Mediese Hulpvereniging, van tyd tot tyd, 
aanpassing verg. Van ons kant is dit origens nodig om 
bewus te wees daarvan dat die Mediese Hulpverenigings 
herhaaldelik gekla het oor oortollige besoeke en behan- 
deling, en die Vereniging het homself tevrede gestel dat 
hierdie klagtes in sekere gevalle geregverdig was. Ons 
kollegas kan baie aansienlik bydra tot die gladder werking 
van die Mediese Hulpvereniging-praktyk as hulle hierdie 
gestaafde klagtes in gedagte hou. 

Graag wil ons ook ons lede se aandag vestig op die feit 
dat waar die gebruiklike private gelde in enige omgewing 
laer is as die tariewegelde vir Mediese Hulpverenigings, 
moet die praktisyn in daardie gebied die gebruiklike gelde 
vra en nie volgens die Tarief nie. 
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EDITORIAL 
THE NEW TARIFF OF FEES FOR APPROVED MEDICAL 
AID SOCIETIES 


The attention of all our members is drawn to the fact that 
the new Tariff of Fees for Approved Medical Societies, 
Operative from | January 1952, has recently been posted 
to them. They are advised that the Preamble to the new 
Tariff has been amended in material respects. They 
should, therefore, read the new Preamble carefully, 
particularly the clauses relating to the limitations of 
benefits. 

The provision of curative health services through the 
medium of Medical Aid Societies is officially approved 
of and strongly supported by the Medical Association of 
South Africa. It is in the public as well as in the 
professional interest that the Medical Aid Society scheme 
should function smoothly and successfully. Members of 
the Association will therefore realize how important their 
co-operation is, if this growing type of medical practice 
is to be the success it should be. There is little doubt 
in the minds of most of us that Medical Aid Society prac- 
tice may be the best method of preserving the integrity 
of private practice and the important relationship between 
the doctor and his patient. 

The principle of Medical Aid Society practice needs to 
be sustained, particularly at the present time when such 
heavy inroads are being made by public authorities into 
the field of medical care; and the functioning of the 
Medical Aid Society scheme will need adjustment both 
on the part of the medical practitioner as well as the 
Medical Aid Society, from time to time. For our part, 
moreover, it is necessary to be aware that the Medical Aid 
Societies have repeatedly made complaints regarding over- 
visiting and over-treatment and the Association has satis- 
fied itself that in certain cases these complaints have been 
justified. Our colleagues could assist very materially in 
the smoother functioning of the Medical Aid Society form 
of practice if they would bear these substantiated 
complaints in mind. 

We would also like to draw the attention of our members 
to the fact that where a customary private fee in any area 
is lower than the Tariff fee for Medical Aid Societies, the 
practitioner in that area should charge the customary fee 
and not the Tariff fee. 
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Ten slotte wil ons graag daarop wys dat praktisyns nie 
gebind is deur die Tarief wanneer hulle lede van ‘n nie- 
goedgekeurde Mediese Hulpvereniging behandel nie (d.w.s. 
dié van wie die name nie in die lys in die tarieweboek 
verskyn nie); hulle behoort hulle die gewone gebruiklike 
gelde vir private pasiénte te vra. Dit sal as oneties beskou 
word om op enige ander basis aan sulke pasiénte dienste 
te verskaf. Hierdie saak was in die Tydskrif van 
15 Desember 1951 bespreek, bladsy 940. 


DiE DOEL VAN ONS TYDSKRIF 


Sedert die Tydskrif ‘n weekblad geword het, was dit 
moontlik om medies-politieke nuus op baie korter tussen- 
poses vry te laat. Daar was ook ‘n baie bevredigende 
toename in die aantal en gehalte van oorspronklike 
artikels wat vir oorweging voorgelé is. 

Ons moet egter nie die feit uit die oog verloor nie dat 
ons plattelandse kollegas in algemene praktyk in ‘n baie 
goeie posisie is om uit die rykdom van hul kliniese onder- 
vinding bydraes aan hulle stedelike mede-praktisyns mee 
te deel. Graag wil ons hierdie geleentheid te baat neem 
om hulle aan te spoor om, meer dikwels as wat in die 
verlede die geval was, kliniese bydraes aan die Tydskrif 
voor te 

Hoewel dit die eeu van kern-splitsing en van gemegani- 
seerde laboratorium-ondersoek is, word die belangrikheid 
van kliniese ondersoek nie veronagsaam nie. Die platte- 
landse geneesheer het ‘n belangrike bydrae om te lewer 
tot die ontwikkeling van kliniese navorsing en vordering. 


Die Tydskrif verwelkom sy pogings op hierdie gebied. 
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Finally, we would like to point out that practitioners 
are not bound to the Tariff when attending members of 
unapproved Medical Aid Societies (i.e. those whose names 
do not appear in the list in the Tariff book); they should 
charge them ordinary customary fees for private patients. 
It would be regarded as unethical to render services to 
such patients on any other basis. This matter was 
discussed in the Journal of 15 December 1951, page 940. 


THE SCOPE OF OUR JOURNAL 


Since the Journal has become a weekly publication, it has 
been possible to release medico-political news at much 
more frequent intervals. There has also been a very 
satisfactory increase in the number and the quality of 
original articles submitted for consideration. 

We must not, however, lose sight of the fact that our 
country colleagues in general practice are in a very good 
position to contribute from their wealth of clinical 
experience to their city cousins. We would like to take 
this opportunity of urging them to submit clinical con- 
tributions to the Journal more often than they have done 
in the past. 

Although this is the age of nuclear fission and of 
mechanized laboratory investigation, the importance of 
clinical investigation has not been dissipated. The country 
practitioner has an important contribution to make to the 
development of clinical research and progress. The 
Journal would welcome his efforts in these fields. 


THE GENERAL PRACTITIONER AND THE GENERAL ADAPTATION SYNDROME 


BerRNarD Go pstone, B.Sc., M.B., B.S. (Lonp.), F.R.C.S. (Epin.) 
East London 


(Concluded from p. 92) 


ATTEMPTS TO INDUCE PATIENTS TO PRODUCE THEIR 


CORTISONE 

Rheumatoid arthritis is the classical example of a disease 
of adaptation. Selye believes that, during the process of 
adaptation, the adrenals of these patients produce an un- 
balanced excess of mineralo-corticoid which, because of 
some locally conditioning factor around joints, causes 
peri-articular fibrosis, Cortisone physiologically neutralizes 
mineralo-corticoids and Hench’s'® use of Cortisone in 
the alleviation of this disease is now classical. However, 
we may well ask why the adrenal should produce an 
abnormally high ratio of mineralo-corticoid. 

Selye has emphasized that the mechanism of the G.A.S. 
consists of a chain of events, each of which sets its 
successor in motion. This chain can be modified or * con- 
ditioned* at any level either by special factors already 
present within the patient's body (internal conditioning) or 
by some factor peculiar to the Alarm stimulus itself 
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(external conditioning). Selye has produced internal con- 
ditioning experimentally. By an excessive protein diet 
he has conditioned the syndrome at the pituitary level so 
that an excess of mineralo-corticoid was produced *; at 
the renal level an excessive amount of salt modified the 
syndrome so that the kidney produced an excessive 
quantity of renal pressor substance (RPS). 

External conditioning is much more difficult to produce 
experimentally with any certainty. it has been produced 
at the lowest level, i.e. at the level of the final target 
organ as in the oft-mentioned topical ‘:ritation-arthritis 
experiments; here, the formalin injected around the joint 
causes a G.A.S.; but the proximity of the irritant to the 
joint conditions the peri-articular tissue to the resultant 
increase of mineralo-corticoid, so that peri-articular 
collagen is laid down. No clear proof has yet been given 
that the G.A.S. can be conditioned externally at a higher 
level though it remains as a strong probability. Rheuma- 
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toid arthritis is believed to be due to excess production of 
mineralo-corticoid in the course of a G.A.S. 

We may well ask at what level the syndrome is being 
conditioned to produce this excess and whether this condi- 
tioning is internal or external. It might seem that internal 
conditioning factors have affected some link in the G.A.S. 
of the rheumatoid arthritic, causing an unbalanced pro- 
duction of DOCA. Thus, even when a different Alarm 
stimulus was used, the adrenal would continue to be 
dominated by this influence and would merely pour out 
more mineralo-corticoid. Actually the work of Coste '* 
appears to support this pessimistic view. He attempted, 
with many differing Alarm stimuli, to induce the adrenals 
of rheumatoid arthritics to produce excess of Cortisone. 
He was quite unsuccessful. 

However, it must not be forgotten that shock therapy 
(including jaundice and injection of non-specific proteins) 
has often had a beneficial effect on rheumatoid arthritis. 
This suggests that some types of Alarm stimulus, while 
producing the G.A.S. could simultaneously condition the 
pituitary-adrenal axis (possibly at the adrenal level) to 
produce a higher ratio of Cortisone. If such a stimulus 
could be discovered and it proved to be convenient in its 
application, it would be of immense service; patients could 
then produce their own supplies of an otherwise scarce 
and costly hormone. 

I decided to try insulin for this purpose for the following 
reasons : 

1. It is a very convenient method of producing an 
Alarm Reaction. 

2. An excessive dose is easily rectified with administra- 
tion of glucose. 

3. Cortisone is a gluco-corticoid, i.e. it produces glucose 
from proteins. When excess of glucose is present it is 
possible that this will be a signal to the adrenal cortex to 
produce less Cortisone, thus reducing the excess auto- 
matically. Conversely, a diminished blood glucose (such 
as insulin would cause) might signal the adrenal to produce 
more Cortisone. If these speculations were correct, a 
shock dose of insulin would be the ideal stimulus for the 
production of Cortisone, since the adrenal cortex would 
be receiving simultaneously a double stimulus to its 
production. 

I tried this on a person who was suffering from the 
most severe rheumatoid arthritis. During the eight months 
of preliminary observation her disease had become 
steadily worse and had resisted all my therapeutic efforts. 
This eliminated the possibility that placebo treatment could 
have any value. The long preliminary observation period 
with no remission made it appear extremely improbable 
that the improvement was due to a remission rather than 
to the treatment. 

Immediately before insulin the sedimentation rate was 
104 mm. in one hour. Insulin dosage was gradually 
increased over a week until 50 units were given daily. At 
this dosage there was sweating, trembling and mild con- 
fusion. Treatment was stopped and within two days there 
was remarkable clinical improvement. Previously her 
hands had been fixed, but now she began to knit socks 
and to move about generally. Fall of sedimentation rate 
is characteristic of increased Cortisone DOCA ratio. 

This is a single case and the dramatic improvement is, 
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of course, no scientific proof that insulin shock will effect 
cure in any other such cases. However, this result is strik- 
ing enough to commend it to the notice of those who 
have large groups of such patients available. These 


physicians should try out the method, using all available 
refined methods of assessment including biochemical and 
pathological investigation. 


SUMMARY OF THEORIES 


1. Selye’s General Adaptation Syndrome. This is a 
ready-made mechanism to enable the individual to cope 
with all strange new severe stimuli; when the body learns 
how to cope with a specific stimulus, the G.A.S. is no 
longer essential to survival. The G.A.S. bridges the gap 
until specific adaptation has been acquired. The G.AS. 
is an abstraction; it is never seen in its pure form because 
it may be altered (conditioned) at any level in the long 
chain of its causal mechanism either by external condition- 
ing (the particular nature of the stimulus) or by internal 
conditioning (biochemical values peculiar to the indi- 
vidual). 

Sequence of stages in the G.A.S.:— 

(a) The Alarm Stage. This is characterized by a fall 
in the value of most biochemical and clinical constants 
and increased permeability of capillaries with transudation 
of plasma. I regard this as the stage of mobilization; if 
exaggerated, the individual may die in this stage. 

(b) Stage of Counter-Shock. This is probably mediated 
by Cortisone. All fallen values begin to rise and the 
patient's general condition improves. Exaggerated output 
of Cortisone produces acne, diabetes, Cushing's disease, 
failure of wound healing, liability to infection. 

(c) Counter-shock merges imperceptibly into the Stage 
of Resistance. This is mediated chiefly by mineralo- 
corticoids such as DOCA. DOCA causes fibrosis and 
(acting via the kidney which it stimulates to produce renal 
pressor hormone) causes, by means of RPS, raised blood 
pressure and a variety of arterial diseases. 

Histologically these lesions are identical with intimal 
arteriosclerosis, periateritis nodosa and Buerger’s disease. 
This reaction of the pituitary-adrenal axis is especially 
liable to occur when there is excess of salt (conditioning 
at renal level) and when an alarm reaction is simul- 
taneously produced by extreme cold. It is not yet known 
how or at what level, cold produces its conditioning effect. 
There are numerous other effects of DOCA all of them of 
great defensive value but, if exaggerated, offensive to the 
organism. 

(d) Each of the three stages of the G.A.S. is primarily 
defensive. Each is capable of exaggeration to the point 
of offence. When this offence dominates the disease 
picture the illness has become a disease of adaptation. 

(e) Each causative factor of the three stages is mutually 
inhibitory for the other; thus, either DOCA or Cortisone 
will inhibit the shock stage and Cortisone will inhibit all 
the numerous manifestations of overdosage with DOCA. 
Conversely, DOCA will inhibit the effects of Cortisone 
overdosage. 

(f) Consideration of the last two paragraphs will explain 
why Cortisone is effective in diseases of such widely vary- 
ing aetiology. 

(g) By the time that the G.A.S. is well advanced into 
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the stage of resistance, the individual is adapting to the 
particular stimulus with specific adaptation. If the same 
stimulus is continuously applied, specific adaptation 
eventually fails and there is reversion to the original 
Alarm Reaction; here, too, non-specific adaptation has 
become exhausted and death ensues. 

On the basis of these and further observations, Selye 
concludes that each creature is born with a definite fixed 
amount of * Adaptation Energy’; when this is used up, 
death occurs. 

This theory is rejected as being incompatible with 
clinical findings. I have suggested an alternative theory 
which seems to explain the facts: Adaptation Energy 
can be created, though the income of this energy is slower 
in old age; it can also be stored as Adaptation Capital, 
though the storage capacity has a fixed limit. If an indi- 
vidual spends his Adaptation Energy faster than he creates 
it, he will have to draw on his capital reserve; when 
this is exhausted he dies. 

2. Carrel’s Theory. Apparently Carrel considered only 
stimuli below the intensity of Alarm stimuli. He believes 
that the necessity to adapt to any stimulus will awaken 
the organism's entire adaptive mechanism (nervous, endo- 
crinological and imunological) so that any of these systems 
will then react more promptly than they would have done 
otherwise. This interesting theory seems to be correct in 
the light of ordinary experience; it should be tested by 
experimental methods. 

3. I have attempted to synthesize harmoniously Selye’s 
laboratory theories, Carrel's shrewd speculations and my 
own experience in general practice into the following com- 
posite theory of adaptation: 

A continuous minor stimulus is easily countered with 
continuous adaptation. Moreover, the initial effect of the 
stimulus is to awaken the entire mechanism of adaptation 
to a state of more rapid and efficient response. A stronger 
stimulus may demand expenditure of adaptation energy 
at a greater rate than it is produced; then the adaptation 
reserve will be drawn upon until it is used up and death 
occurs. Even before this stage of complete adaptation 
bankruptcy, the rate of output of adaptation is already 
maximal and any further demand by a different Alarm 
stimulus cannot be coped with. Thus the history of a 
recent severe need for adaptation will have weakened the 
individual in his struggle to adapt to a fresh severe 
stimulus and Carrel’s phenomenon is completely over- 
shadowed. 

An analogy from everyday life may help to clarify this 
composite theory: 

An energtic client walks briskly into a sleepy bank and 

sents a small cheque to be cashed. © cashier reacts 

riskly to this stimulating encounter and the sound of their 
transaction wakes up the other cashiers who had been half 
asleep and had not bothered to attend to their work. In this 
way several timid old ladies who had been waiting patiently 
are at once dealt with and the whole bank has become more 
alert to adapt to a variety of clients (Carrel phenomenon). 

Later the same man rushes in and presents a cheque for an 
enormous sum, larger than the bank's daily income. Reserves 
will have to be drawn upon and this causes a state of alarm, 
but the bank manages to adapt itself to this strained situation. 

Unfortunately this customer has been the prelude to many 
similar clients demanding large sums; there is a ‘run on the 
bank". It is true that customers wish to be paid in different 
currencies but this is of no help, since all currencies are 
changeable into sterling. For each succeeding customer the 
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manager must try to make some fresh reserve available and 
he adapts himself decreasingly well to a sucession of difficult 
situations. In vain he begs his clients to come back next 
month. Eventually funds are exhausted and the bank is 
broken. It failed for the sum of two reasons :— 

(a) The demand for a certain period exceeded the income 
over that period; (b) This demand continued for a longer time 
than the reserves could hold out. 


IMPORTANCE OF ADAPTATION THEORIES TO THE WORK OF THE 
GENERAL PRACTITIONER 


1. Cases of chronic disease and slow convalescence 
should be recommended to have a complete change of 
environment (to benefit by Carrel’s law). To effect con- 
tinuity of treatment, it is desirable that practitioners well 
known to each other, but living in different climates, should 
‘exchange’ such patients. 

2. The physician should try to spare his patients the 
ordeal of a rapid succession of alarm stimuli (particularly 
in ageing people): — 

(a) In the presence of grave epidemics, athletic contests 
and gross physical strain should be discouraged. Those 
already suffering from grave infectious illness should avoid 
physical strain. 

(b) Vaccination against one illness should not be carried 
out when there is an epidemic of a different disease. 

(c) Multiple operations should be ‘spaced’, so as to 
allow the patient time to reaccumulate his capital reserve 
of Adaptation energy. The older the patient, the longer 
should be the time interval between each operation. 

(d) In disease of adaptation the practitioner should try 
to find out which phase of the G.A.S. has become exag- 
gerated from a defensive to an offensive state. This 
exaggeration may often be neutralized by a chemical 
induction of a different phase, e.g. the stage of mobiliza- 
tion may be exaggerated into the state of shock. But this 
may be neutralized by inducing the stage of ‘ fibrosis’ by 
means of DOCA. 

Similarly the Adaptation diseases of DOCA intoxication, 
should be treated by inducing the Cortisone phase. There 
is evidence that the following may be diseases of DOCA 
intoxication : — 

Asthma, allergies, eczema, herpes zoster, Hodgkin's disease, 
iritis, leukaemia, lupus erythematosus, nephrosis, periarteritis 
nodosa, psoriasis, rheumatic fever, rheumatoid arthritis, 


spondylitis and ulcerative colitis. All these should be treated 
with Cortisone. 


But if this hormone is not available the physician 
should induce the patient to produce his own hormone 
by some form of shock treatment calculated to 
‘condition ’ the adrenal cortex to produce a preponderance 
of gluco-corticoid. Such an attempt (using insulin) with 
an apparently successful result is described earlier in this 
paper. 

Exaggeration of the Cortisone phase is probably 
responsible for acne, Cushing's syndrome, diabetes and 
failure of wound healing. In some of these diseases which 
failed to respond to any other measures it might be 
advisable cautiously to try the effect of DOCA therapy. 

In paragraph (a) above I have stressed that patients 
suffering from severe illness should not be exposed to 
gross strain. Yet in this section I have recommended that 
certain diseases should be treated with severe shock treat- 
ment. These two recommendations may seem to contra- 
dict each other. However, it should be noted that shock 
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treatment is recommended only for diseases of adaptation; 
even then, the immediate result of the shock may be to 
absorb the last of the individual's capital reserve of 
adaptation energy so that he dies. Cases for shock 
treatment should be chosen with an eye on this risk 


SUMMARY 


An attempt has been made to decide how one stimulus 
will affect an individual's power to respond to a different 
stimulus. The problem is of special interest to physicians 
since they will wish to know how patients struggling with 
a disease will react to an additional stimulus. Much 
evidence has been sifted and it seems that there are several 
different and apparently contradictory answers; yet, in 
different circumstances each of these answers is probably 
true: 

1. If an individual is failing to adapt to a disease he 
may succeed in so doing, if he is exposed to a totally 
different mild stimulus (such as slight fall of oxygen 
tension). 

2. In the process of adapting to this new stimulus he 
may acquire the power of reacting more intensely to all 
stimuli. 

3. As a result of a severe stimulus an individual may 
not be able to adapt successfully to a second severe 
stimulus (such as a disease). 

4. If he is already adapting successfully to a disease 
this adaptation may fail when he is exposed to a second 
severe stimulus. 

5. In some diseases (those of Adaptation) exposure to a 
fresh severe stimulus may cure the disease. Here, too, 
exposure to an additional stressor will bring him nearer 
to death but the risk may be justifiable if it is likely to 
re-mould the adaptive mechanism to a normal form. An 
apparent cure of a chronic disease, by the use of insulin 
shock treatment is described. Practitioners are urged to 
try such simple shock therapy themselves, on Adaptation 
Diseases which are listed. 

Of all the above different types of reaction (1) and (2) 
are the result of mild stimuli; (5) is the reaction of Adap- 
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tation Disease; the remainder of these apparently 
paradoxical results may be explained on the same simple 
lines as the individual’s own financial balance sheet. 
Whether he spends his money in one way or another, he 
is subject to the same simple inexorable laws which relate 
income, expenditure and capital reserve with final 
bankruptcy. So it is with the currency of adaptation 
energy, where excess of expenditure over income will 
drain away capital, until all power of adaptation is 
finally lost. This is the moment of death. 


ADDENDUM 


Since the above was written I have read an article by 
Kersley et al.'’? describing their beneficial results with a 
large series of rheumatoid arthritis cases treated by 
insulin shock therapy. They adopted this treatment 
purely as an empirical measure, whereas I was led to it by 
inductive reasoning. They give evidence to show that 
insulin shock probably causes the liberation of Cortisone- 
like substances. 
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FULL-TERM EXTRA-UTERINE PREGNANCY 


A CASE REPORT AND A REVIEW 


D. S. C. Procter, M.B., Cu. B. (Cape Town) 
Eshowe, Zululand 


This case is reported because of its interest and 
comparative rarity. Textbook literature on advanced 
abdominal, or preferably, extra-uterine pregnancy is so 
scanty that the subject has never been described fully as a 
clinical entity. 

Several cases have in the past few years been reported 
in this country, vide infra, all in Bantu women, and in the 
light of this and other literature, several comparisons 
regarding clinical signs, diagnosis and treatment have thus 
been possible. 


CASE REPORT 

Previous History. The patient was a Native female 
(Winnie), 23 years old and fairly intelligent. At the age 
of 15 she gave birth to live twins, one of whom has since 
died. There have been no pregnancies in the interim; but 
she has a positive Wassermann reaction. She has refused 
regular treatment. About 5 to 6 years ago she began to 
lose weight rapidly, became chronically anaemic and 
developed the tell-tale cough. During this time her health 
has waxed and waned. She has been in and out of hospital 
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several times and although strongly suspected, a pulmonary 
lesion has never been proved conclusively, either in the 
laboratory or radiologically; but she has always remained 
the clinical picture of a typical case of moderately 
advanced pulmonary tuberculosis. Malnutrition cannot be 
a factor as she is well taken care of on her employer's 
farm. 

Recent History. On 22 July 1950 Winnie was admitted 
to hospital with an acute febrile illness, which was diag- 
nosed as, and proved microscopically to be, pyelitis. 
Vaginal examination at the time showed a discharge, but 
no definite pelvic abnormality. She recovered on anti- 
biotic therapy and 8 days later was discharged. On this 
occasion her blood picture was: haemoglobin, 77%; and 
erythrocytes, 3.9 million per c.mm; one of the peak periods 
regarding her general state of fluctuating health, as on 
discharge she was looking and feeling better than she had 
done for years. 

Almost 6 months later, on 18 December 1950, she was 
again admitted to hospital, this time moribund. She 
herself was unable to give a history, but it was obtained 
from her reputed husband. He stated that she was 5 
months pregnant and had been perfectly well till then. 
On the preceding day she began to complain of backache 
and lower abdominal pain which became severe and soon 
after there followed a profuse vaginal haemorrhage. 

She was pulseless, the blood pressure was not recordable 
and the heart sounds inaudible. She was cold; the mucous 
membranes and conjunctivae were white and bloodless 
and the temperature did not register. She was ‘lifeless’ 
but she breathed stertorous respirations, about 10 per 
minute. 

Immediately before examination, while she was being 
admitted, the profuse vaginal haemorrhage was much in 
evidence, bright red in colour, with a few darker clots. 
Within the few valuable minutes she had left, intravenous 
stimulants had been given and a blood transfusion and 
general treatment for shock started. Inspection of the 
vagina, from which there was now only a slight san- 
guineous ooze, showed the end of a piece of ovular 
remains at the vulva. 

A gentle vaginal examination was performed. The 
cervix was soft and almost flabby, and nearly 2 fingers 
dilated, with this piece of placenta protruding through it. 
It was removed forthwith and measured a little more than 
half the size of the palm of a man’s hand, and about 2 cm. 
in thickness. Two-thirds of it was still in the uterus. 
Further examination was not attempted in view of the 
patient's condition. Abdominally there was well-marked 
distension, but no rigidity and no dullness in the flanks. 
Tenderness was impossible to ascertain. 

The diagnosis at this juncture was straightforward, viz. 
incomplete abortion with severe exsanguination and shock. 
Miraculously the patient responded remarkably well, 
though slowly. Her general condition improved steadily. 
The abdomen and the vaginal loss showed no change. The 
following day on abdominal palpation the patient denied 
any tenderness, but complained more of discomfort than 

in. 

"ie convalescence several features unfolded. As 
soon as her general condition permitted, another and more 
searching vaginal exploration was made on the third day. 
Abdominal palpation was still difficult, as the patient held 


S.A. MEDICAL JOURNAL 


9 February 1952 


what little abdominal muscle she had voluntarily taut, but 
no definite rigidity or tenderness could be elicited and like- 
wise no dullness, although the abdomen was a little more 
distended. 

Vaginally there was a slight brownish-red loss; the os 
was now almost closed but softish and the uterus, clearly 
defined all round, was anteverted, anteflexed and enlarged 
to the size of about an 8-weeks’ pregnancy, but fairly 
firm, and non-tender. The fornices felt the same on both 
sides and in the pouch of Douglas, giving the impression 
of a very soft bogginess in the pelvis attributed to a some- 
what distended and loaded bowel. No masses or other 
abnormalities were palpable and there was no undue 
tenderness in the fornices. 

She confirmed the history given by her husband, but 
was unable to say whether she or anyone else had seen a 
foetus. There was no further vaginal loss after a few days 
and her general condition was built up with further blood 
transfusions, intravenous iron and other recognized 
measures. She remained in hospital for 5 weeks and it 
was in this interval that her abdomen became the subject 
of interest. 

Repeated abdominal palpations gradually gave one the 
impression, by the fifth day, of a vague indefinite mass 
extending up to the umbilicus. It was impossible to be 
more definite than this, but later, as bowel action and 
abdominal distention improved, the mass became more 
distinct. It was then definitely dull to percussion and was 
situated slightly to the right of the midline, with the upper 
limit a little above the umbilicus. The size was about 
that of 2 fists, but the edges were still ill defined and 
roughly sausage-shaped. The patient remained on the 
whole afebrile and relatively comfortable, so that an 
inflammatory mass was unlikely. Moreover, during all 
examinations strict asepsis was observed and prophylactic 
chemotherapy had been instituted from the start. Further 
vaginal examinations were not made. 

After 2 weeks of daily abdominal palpations the mass 
had increased very slightly in size without a rise in 
temperature or added discomfort to the patient. The 
edges were now more clearly defined and at the upper pole 
could faintly be ballotted a small but definite rounded 
portion, so a straight X-ray of the abdomen was done. 
This showed indistinctly on a lateral view a 26-weeks’ 
foetus with the head at the superior pole. The diagnosis 
of abdominal (extra-uterine) pregnancy was then suggested. 
In a postero-anterior view the foetus was not visible. The 
foetal heart could not be heard; but in view of the slight 
increase in size which had been noted, further observation 
was decided upon as the patient refused operation. After 
5 weeks in hospital, and satisfied that she still had her baby, 
Winnie was discharged. 

During the next 34 months she presented herself for 
ante-natal examination on one occasion, early in April 
(about 24 months after discharge from hospital). Unfor- 
tunately her general condition had deteriorated slightly 
and she looked rather ill and anaemic, but had no 
complaints. 

The foetal head was about the size of a 35-weeks’ 
pregnancy, with the head now at the inferior pole, but 
rather high up and inclined towards the left iliac fossa, 
while the breech was about 2 fingers below the xiphister- 
num, slightly to the right. It was surprising to note that 
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the foetal limbs and head were not more easily palpable 
than in a normal pregnancy, let alone in a woman of such 
fragile stature. The foetal heart was heard, but not very 
distinctly. This observation then allowed the suggestion 
of a thriving pregnancy in a uterus bicornis unicollis or 
rudimentary horn, or even an angular pregnancy, although 
these could not be felt on previous examinations. The 
patient, in spite of her submitting to ante-natal examina- 
tion, refused hospital supervision and medication and 
returned home with her * bottle of muti’. 

About a month later, during the night of 7 May, Winnie 
was once again admitted to hospital, now in labour. She 
easily settled down to her steadily increasing labour pains 
and was apparently in normal labour. The findings then 
were: maternal pulse, 90 per minute; foetal heart, 130 per 
minute and, on rectal examination, the os was that of a 
multipara. This was confirmed by the house surgeon to 
whom the patient was also unknown. 

The head was still high and in the left iliac fossa and a 
careful attempt to correct the position by external 
manipulation failed; but the lie of the child nevertheless 


called for no urgency while the membranes remained 
intact during the first stage of labour. The pains were 
typical, coming on every 5-10 minutes and lasting about 
a minute. These became more severe, more frequent and 
prolonged as the night wore on. 

By the next morning labour was becoming very brisk. 
Maternal pulse and foetal heart remained the same. 
Rectally the os admitted a little more than one finger. 
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There was evidence of a slight show. Abdominally the 
foetal parts were not easily palpable nor was the foetal 
heart more easily heard. X-ray (Fig. 1) confirmed the 
transverse lie and laparotomy was decided upon. 

In view of the poor general condition and very suspicious 
pulmonary lesion (there were now several moist rales 
scattered over both lung fields) the operation was per- 
formed under caudal block after blood transfusion. 

The post-operative course was without particular 
incident apart from, at first, a rather tardy and unsatis- 
factory response to further blood transfusions and other 
general measures directed towards improving her con- 
dition. On the seventh day the patient's blood count was 
haemoglobin 60% and the red cells 2,850,000 per c.mm. 
The wound healed well. However, by the third week there 
was noticeable improvement and after 4 weeks in hospital 
Winnie was discharged with her baby, which then 
weighed 6 Ib. At this stage her blood picture was: 
haemoglobin 80%, red cells 3,690,000 per c.mm. 

The baby, a male, weighed 4 Ib. 124 oz. at birth and 
appeared healthy and normal in every respect. It thrived 
well on artificial feeding; the mother did not lactate at all 
and the child was never put to the breast. 

Immediately before discharge, Winnie's chest was again 
X-rayed but it showed no definite abnormality in the 
lungs. The clinical signs in the chest had also cleared. 

Winnie proved to be a very good, intelligent and devoted 
mother. Four months after discharge the baby, although 


small, is a plump, smiling little boy, but Winnie's health 
is still somewhat indifferent, having lapsed very slightly. 


DISCUSSION 


Certain aspects of the case need clarification. 

The History. The general clinical background of the 
patient in itself adds interest to a relatively rare condition. 
“In a certain number of cases the extra-uterine pregnancy 
has been the first pregnancy or there has been a long 
period of sterility before it..' In a survey by Ulrich * 
this has been a constant feature. This patient gives such 
a history, with one previous pregnancy, a twin, followed 
by 8 years without issue. 

Mason * in a review of the literature and supported by 
Ulrich, describes a history of undue malaise during 
pregnancy, but this would not have been regarded as of 
special significance in this patient. 

The first episode in the more recent history serves only 
to indicate the patient's general health at the start of the 
pregnancy, and to show that at the time there was no 
evidence of tubal pathology. 

Diagnosis at Mid-Term. This provided the problem of 
deciding or attempting to sort out the pathological changes 
that occurred on the patient's second admission (18 
December 1950). The diagnosis at the time was simply 
an incomplete abortion and events immediately sub- 
sequent to this, i.e. during the following 5 days, showed 
no reason to look further, as the patient’s recovery and 
progress were satisfactory. However, later events proved 
clearly that there was more to it than that. Obviously, 
then, while the profuse vaginal haemorrhage was occurring 
there existed simultaneously a living foetus, at the stage 
of about 5 months’ gestation according to the history 
obtained and proved more or less correct radiologically 
2 weeks later. 
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What caused the severe vaginal bleeding? There are 
two main possibilities: 

1. Simultaneous intra~ and extra-uterine pregnancies, with a 
straightforward incomplete abortion, terminating the intra- 
uterine gestation 

2. A single ectopic pregnancy which, at about 20 weeks, 
became an incomplete tubal abortion, with survival of the 
foetus, in turn giving rise to separation and incomplete 
expulsion of the decidua which produced profuse vaginal 
haemorrhage. 

3. In view of the findings at operation, the possibility of a 
simple incomplete abortion with the persistence of a living 
foetus in a uterus bicornis unicollis or rudimentary horn, can 
automatically be excluded 

4. Angular pregnancy can likewise be ruled out, as also 

5. The persistence in a normal uterus of an intra-uterine 
pregnancy after abortion of one of a binovular twin pair. 

1. Simultaneous Intra- and Extra-uterine Pregnancy with 
Abortion. The history of previous twins makes this 
possibility more likely. An accurate history of events 
which culminated in this crisis was not obtainable; but the 
severity of the haemorrhage definitely seemed to outweigh 
that of the backache and abdominal pain, which was not 
typically sudden or excruciating as in a terminated ectopic 
pregnancy. The period of amenorrhoea far more strongly 
suggests abortion and, as stated, the history, although not 
absolutely typical, points more to this diagnosis. Further, 
the picture presented by this patient was very similar to, 
although a little more advanced than, so many casés of 
incomplete abortion often seen among Native females who 
so steadfastly delay medical treatment, after home 
remedies have failed. 

The clinical findings regarding the cervix typically 
resembled those of a uterus which had recently expelled 
its contents prematurely and incompletely. Nothing on 
physical examination could disprove abortion. The 
abdominal distention, which was not dull to percussion, 
could be attributed to part of the shock syndrome. A few 
factors do not support the diagnosis :— 

(a) The history is the reverse of the usual order of pain 
and haemorrhage. 

(b) The fact that apparently the foetus, if expelled, was 
not seen by the patient or witnesses. It seems probable 
that, had one been expelled, a 5-months’ foetus would have 
been noticed. 

(c) The more rare the condition, as a general rule, the 
less likely is it to occur in the diagnosis. 

2. Incomplete Tubal Abortion with Partial Expulsion of 
Decidua. The attachment of the placenta, as found at 
operation, to the fimbriated end of the tube favours this 
possibility, but for tubal abortion to have occurred there 
must have been a spurious labour of abortion. Greenhill * 
describes this process and states that when this occurs 
the decidua is cast off in one piece or in shreds or plaques 
and he points out that haemorrhage and discharge of the 
decidua does not necessarily mean death of the foetus. 
This latter remark, one gathers, refers to rarer instances, 
as Buss, Benjamin and Charnock * infer that it is death 
of the foetus which causes, through retrogression of the 
corpus luteum, the vaginal bleeding and casting off of the 
decidua. This is the common belief. The haemorrhage, 
then, is not simply a spontaneous event on its own, but 
is an accompaniment of changes taking place in the 
affected fallopian tube 

Thus it is established that the vaginal haemorrhage, if 
not due to uterine abortion, could not have taken place 
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without the occurrence of a tubal abortion. In this case, 
the 5-months’ foetus must have become transposed into 
the abdominal cavity at the time of this mid-term crisis, 
and the tube must have harboured up to this time a foetus 
which reached this size before it could no longer be con- 
tained. This is a very unusual and somewhat unlikely 
state of affairs, though nevertheless possible. 

It might, therefore, be argued that the tubal abortion 
occurred earlier, e.g. at the usual period up to the third 
month, to be followed later by this spurious abortion. 
Greenhill asserts this can occur at any time after death 
of the foetus, but does not mention the possibility where 
the foetus survives. In any case, it is improbable that 
tubal abortion could have occurred as an entirely symp- 
tomless event, as the patient had remained perfectly well 
until December 1950. 

This is evidenced by Mason in his review and in Ulrich’s 
survey, as well as by an interesting case of full term 
combined intra- and extra-uterine pregnancies, reported 
by Theron.® In all of these the foetus reached its situation 
in the abdomen presumably in the second or third month, 
according to the history of severe abdominal pain and some 
vaginal bleeding at this period. One of the cases reported 
by Murless, Goldsmith and Gillwald’ gave a similar 
history. It is notable, too, that there was actually ‘some 
vaginal bleeding’ but no profuse haemorrhage or the 
passage of a recognizable decidual cast. 

This leads to another point unfavourable to this 
diagnosis, viz. the very great severity of the vaginal 
haemorrhage, which must have been profuse to have 
rendered the patient moribund. While it is acknowledged 
that discharge of the decidua can rarely give rise to 
profuse haemorrhage, literature available does not 
describe it as ever being of such great magnitude. 

Shock and intra-abdominal haemorrhage caused by tubal 
abortion at this time may have played the major role in 
this crisis. However, the possibility of tubal abortion 
occurring at this time is not favoured, as pointed out. At 
the time of the shock and subsequently, clinical signs of 
an intraperitoneal haemorrhage were absent, particularly 
when the second vaginal examination was made, as the 
uterus could be defined distinctly without undue tenderness, 
which is considered by many to be a sign against 
haemoperitoneum. This was later borne out at operation 
when there was no evidence of a previous haemorrhage as, 
apart from the placental attachment, the pelvic peritoneum 
was completely untarnished. It can justifiably be con- 
cluded that an intra-abdominal catastrophe did not cause 
the profound shock which was present. 

A final point worthy of mention is that the tissue 
removed from the vagina did not have any semblance of 
the typical triangular shape of a decidual cast, and was 
probably too big to have been only a portion of it. Of 
course, had this membrane been examined histologically 
for chronic villi, a great deal of conjecture would have 
been obviated; but it was not done as, at the time, the 
diagnosis was not in doubt. 

The diagnosis first mentioned is therefore considered 
the more probable. It is submitted that what occurred 
was one of the rare complications of biovular twinning, 
viz. separate and distant implantation of 2 fertilized ova. 
The second ovum then embedded itself in the fimbriated 
portion of the fallopian tube and, instead of growing into 
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the lumen of the tube, it increased in size protruding 
through the ostium of and maintaining its attachment to 
the fallopian tube. This would conveniently obviate the 
necessity for an actual tubal abortion with its usual 
attendant symptoms and thus allow that part of the tube 
to harbour a 5-months’ and even a full-term foetus. Sub- 
sequent events are then plainly deduced, i.e. termination 
of the intra-uterine pregnancy at the fifth month. 

The possibility that this dual pregnancy was not a case 
of true twins does exist, ic. the 2 foetuses may not have 
been at the same stage of gestation. This could be 
achieved by the phenomenon of superfoetation or super- 
fecundation. 

Browne * states (on total abortion) that ‘ fortunately 
most tubal pregnancies end not in rupture but tubal 
abortion . . . and intraperitoneal haemorrhage of the 
diffuse varity is therefore comparatively rare’. Bowes ® 
endorses these remarks, but Buss, Benjamin and Charnock * 
maintain that tubal abortion is not a common sequel to 
ectopic pregnancy, but rupture of the tube is the classical 
termination. One's own view would support strongly the 
latter. 


DIAGNOSIS OF EXTRA-UTERINE PREGNANCY 


It is remarkable that there should have been so much 
difficulty in the palpation of a mass representing the 
extra-uterine foetus, quite apart from the actual diagnosis. 
itself. Vaginal examination never suggested the presence 
of a mass nor did the earlier abdominal palpation. A 
second opinion endorsed this. 

Probably a greatly mobile foetal sac, together with the 
fairly marked abdominal distention and lack of co-opera- 
tion all played a part. However, this diagnosis was 
eventually suggested in good time, at about 26 weeks of 
pregnancy. 

It seems generally agreed that the diagnosis is difficult. 
Mason * maintains that the correct diagnosis is made in 
less than half the cases. The condition occurs probably 
far more often than it is diagnosed. Murless, Goldsmith 
and Gillwald ’ point out the chief interest in their 2 cases 
was the difficulty in diagnosis, owing to the lack of ade- 
quate clinical history and the little help given by 
abdominal palpation, as the foetal parts were not more 
easily palpable than in intra-uterine pregnancy. Theron ° 
also describes this same difficulty with abdominal 
palpation but he, like the former 3, overcame this to 
some extent by bimanual examination under an anaes- 
thetic. In this case also, abdominal palpation was 
unhelpful and not suggestive even at term. This is in 
marked contrast to a most remarkable case reported by 
Gilliland,’® who felt the foetal parts very distinctly, even 
to the extent of the lobe of an ear. Ulrich,’ as well as 
Mason,*® remarks on the ready palpability of the foetal 
outlines. 

In this patient the diagnosis was facilitated by the 
unusually close observation that could be maintained 
almost from conception to delivery. 

In the reports of Murless, Goldsmith and Gillwald, the 
original diagnoses were intra-uterine pregnancy plus a 
fibroid in the first case and, in the second, an intra-uterine 
pregnancy which was thought to be uncomplicated apart 
from known death of the foetus. In this latter case, 
repeated failure to induce labour led them to suspect the 


S.A. TYDSKRIF VIR GENEESKUNDE 


113 


condition, but in both cases the diagnosis was ultimately 
confirmed by a hysterosalpingogram, as was resorted to 
by Gilliland.'®° The former 3 writers, in the presence of 
the difficulties of history and unhelpful abdominal pal- 
pation which they encountered, found this radiological 
procedure to be the greatest value, as indeed it might be 
in the cases of the nature they describe. 

Greenhill * advocates this diagnostic means, but states 
that where the child is alive it is considered inadvisable, 
although no serious harm has resulted from it. Gilliland '° 
was able to make the diagnosis clinically, aided no doubt 
again by the adequate history provided, viz. normal 
delivery of a full-term live child, one month before, and 
by an apparently very easy abdominal palpation and 
bimanual vaginal examination. However, he went further 
and in the presence of a live baby diagnosis was confirmed 
by a hysterosalpingogram, with no ill effects. In the 
present case, however, this was not considered advisable 
and rather unnecessary, as the outcome would not have 
been altered; moreover, the very suggestion would have 
been unacceptable to the patient. 

Behaviour of the Uterus. Greenhill * quotes Kelly as 
describing a sign of advanced ectopic pregnancy, viz. 
while the uterus itself does increase in size, although much 
less proportionately (as shown in this case), the cervix 
corresponds in size and consistency to the pregnancy above 
it and not to the size of the uterus. This was certainly 
borne out here at term, when the cervix exactly resembled 
that of a normal uterus containing a full-term child and 
which was in early parturition; this, of course, was the 
factor which helped to mislead the house surgeon and 
midwife. Mason* roundly contradicts this observation, 
but was misled obviously by the fact that in none of the 
25 cases reviewed by him was the child alive. Murless, 
Goldsmith and Gillwald’ did not observe this feature as 
the child was dead; this substantiates Greenhill’s state- 
ment that the uterus and the cervix shrink after death of 
the foetus. All these writers, as well as Theron® and 
Ulrich,? described the cervix as being situated high up 
behind the symphysis and displaced forward, and in some 
cases this was an important factor which led to the 
diagnosis, but it was not particularly noticeable in this 
patient. 

Winnie's labour pains were doubtless very real and were 
produced simply by spurious labour of the empty uterus. 
Had the patient remained in her kraal, the pains would 
have passed off in about 24-48 hours and the child would 
have died, with any one of the recognized sequelae, viz. 
mummification, lithopaedion or suppuration with discharge 
of the foetal parts and placenta through a fistula. 


TREATMENT 


Greenhill * states that as soon as extra-uterine pregnancy 
is diagnosed it should be terminated by laparotomy, 
irrespective or whether the child is alive or dead, regard- 
less of the stage it has reached and no attempt should be 
made to wait for the child to become viable. The only 
exception to this is where consent for operation cannot 
be obtained. In view of the present case which was left 
deliberately, although the patient herself was largely 
influential, and in view of other cases referred to, par- 
ticularly the one by Gilliland,'® one hesitates to accept 
that statement undisputed. Novak!' dissents from 
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Greenhill’s opinion. This writer feels justified in adopting 
the expectant attitude; although he was referring to the 
combined intra- and extra-uterine pregnancy, the same may 
be said of the single pregnancy. Litzenberg'* also 
favours expectant treatment, advocating operation at about 
the thirty-eighth week. 

The treatment of the placenta calls for some comment. 
In 1940 Mason ® discussed this fairly fully; but it seems 
to be widely accepted now that, as a general rule, the 
placenta should be left in situ. Doubtless the relatively 
high mortality (22.7%) in Mason's review, where the 
placenta was left and the site marsupialized, was enhanced 
by the inadequacy of antibiotics at the time. It will be noted 
that mortality was reduced when the placenta was not 
marsupialized. Removal of the placenta is usually a 
hazardous procedure as experienced by Fejer and Henry '* 
who were obliged to complete haemostasis by hysterec- 
tomy; and by Ulrich,? whose abortive attempt to remove 
it was alarming. 

Gilliland’s '® correct procedure of leaving the placenta 
had a happy outcome, as did several of Mason's’ 25 
compiled cases, but Theron * had a less fortunate result 
where sepsis occurred. This was unavoidable and, as it 
was proved, relatively easy to deal with, thus showing that 
the risk even of sepsis does not outweigh the danger 
to life incurred by the immediate risk of uncontrollable 
haemorrhage on the table. Among others, Litzenberg,'? 
quoting Beck, emphatically advocates leaving the placenta 
when the child is alive or has died recently. When the 
child is dead the situation is altered, as then the maternal 
and placental blood vessels are thrombosed and decreased 
considerably in size and number and the risk of 
haemorrhage is thus far less. Murless, Goldsmith and 
Gillwald’ recommend that the optimum period for 
operation is 3-4 weeks after death of the foetus. 

However, in the face of these very convincing arguments, 
one cannot be dogmatic. Each case must be dealt with 
on its own merits and the most suitable treatment with 
the optimal outlook in the circumstances present should 
then be carried out. In considering Winnie's problem, the 
picture was one of a debilitated patient with a very 
probable pulmonary Koch's lesion and unmistakable 
syphilis. The small area of placental separation will be 
disregarded for the moment. A patient in such a condition 
is more likely to contract sepsis in a favourable nidus like 
a large unhealthy placenta than is the average healthy 
person Then, having developed this intra-abdominal 
suppuration, her chances of surviving this added ordeal 
would be almost nil 

It is no exaggeration to say that Winnie was the picture 
of resistance at a very low ebb. Thus there was the 
profound indication to seek diligently every possible safe 
means of ridding the abdomen of this unwanted organ. 
This means was discovered with relatively little difficulty. 
The abnormal anatomy of the peritoneum produced by 
this condition proved convenient for the excision of the 
placenta and the only real difficulty was to avoid damage 
by haemostatic clamps to vital retroperitoneal structures 
underlying this area of peritoneum. The profusion and 
tortuosity of large aberrant blood vessels growing retro- 
peritoneally up to the placental site facilitated this 
maneouvre. They formed a buffer between the placenta 
and these important deeper structures. With clamps placed 
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across this buffer of blood vessels, as close to the placenta 
as possible, haemostasis was effected. The redundant 
peritoneum, together with the placenta attached to it, was 
excised and the ureter, uterine artery and sigmoid colon, 
etc., were preserved. To recapitulate, the placenta was not 
removed by blunt dissection or separation, but it was 
possible to excise it completely in a bloodless field with 
the tissue (peritoneum) to which it was attached. Both 
the separation from the caecum and lower ileum and the 
repair of the peritoneum did not present any great difficulty 
and oozing very soon ceased. 

The small area of separatoin of the placenta was an 
additional deciding factor in its removal. It may have 
been caused by the attempt to correct the position the 
previous night, or by some manoeuvre of curiosity on the 
part of the patient. It appeared to have occurred much 
more recently than the night before, as the amount of free 
blood noticed on opening the abdomen was small. It 
only increased slightly later during operation. Had 
separation occurred the previous night, another crisis would 
probably have resulted. Greenhill‘ describes spurious 
labour as being accompanied sometimes by a dislocation 
of the placenta and this may very probably have taken 
place here. 


STATISTICAL NOTE 


Interesting historical notes on ectopic ye are given b 
Buss, Benjamin and Charnock ® and by Murless., Goldsmith 
and Gillwald’? and need not be repeated here. 

In his statistical survey of 260 reported cases, Ulrich? 
noted the survival of only 12 living infants, and Mason * 
found a maternal mortality of 18.8%. Gardner and Middle- 
brook '* in a study of the literature in 1944 had found 280 
cases, 

Theron * estimates a total of 395 reported cases of com- 
bined and intra- and extra-uterine pregnancies and puts the 
incidence at 1-5 in a million pregnancies. 


SUMMARY 


A case of full-term extra-uterine pregnancy and a live 
child, with some unusually interesting features has been 
described. 

A pathological diagnosis of a near-fatal crisis which 
occurred at mid-term is considered and a suggestion on 
the pathogenesis offered, viz. a complicated binovular 
twin with abortion terminating the intra-uterine gestation, 
but without tubal abortion having occurred. The diagnosis 
with its very real difficulties is discussed with regard to: — 

The history, in which previous sub-fertility and malaise 
during pregnancy and symptoms of ectopic pregnancy at 
the second or third month, are all prominent; 

The clinical signs, of which there are surprisingly few, 
disproving the fallacious contention that the foetal parts 
are necessarily readily palpable; 

The radiological procedures, most important of which 
is the hysterosalpingogram. 

The deduction of the differential diagnosis at various 
stages of: 

1. Normal intra-uterine pregnancy. 

2. Fibroid or other pelvic tumour plus intra-uterine 
pregnancy. 

3. Pregnancy in a uterus bicornis unicollis or rudimen- 
tary horn. 

4. Angular pregnancy. 

5. Persistence of intra-uterine pregnancy after abortion 
of one of a pair of binovular twins. 
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Mention has been made of the softening of the cervix 
and its resemblance to that of the gravid uterus and their 
subsequent shrinkage after death of the foetus. The 
spurious labour of the uterus is pointed out as a terminal 
event. 


The treatment and its hazards are discussed emphasizing 
the now popular conservative attitude regarding the 
placenta. This case exemplifies circumstances where the 
generally accepted procedure is better avoided. 


A comparative survey of some of the literature is made 
during the course of these discussions and a brief note 
added on the statistics of the condition, indicating its rarity. 


I wish to express my sincere thanks to Dr. E. Holland, Medical 
of the Eshowe Hospital, for his permission to 
ublish this report, and for his valued advice and interest in 
the case. 

I am also indebted to the branches of the Hospital staff 
concerned for their most helpful and unfailing co-operation. 
I wish to thank, also, Dr. N. Sachs, Senior Radiologist, 
Addington Hospital, for the preparation of the X-ray prints. 
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A WIDE-SPREAD INFECTION OF DOUBTFUL AETIOLOGY 
AFFECTING YOUNG CHILDREN IN SALISBURY, SOUTHERN RHODESIA 
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Salisbury, Southern Rhodesia 


It is our purpose to report on a fairly wide-spread epidemic, 
affecting young children, that occurred in Salisbury during 
the past year. At the time it proved most difficult to arrive 
at a definite diagnosis as to the nature of the disease. 
After following the cases throughout the course of their 
illness, it is now possible to analyse the clinical data and 
to reach certain definite conclusions. 

Reports of a similar epidemic in various parts of South 
and East Africa appeared in the lay press, but no investi- 
gation or comment has as yet appeared in the medical 
literature. 

In the differential diagnosis acute streptococcal states 
and infectious mononucleosis had to be considered 
seriously. It is therefore necessary to discuss their 
incidence and epidemiology in addition to that of the 
disease under review. 


1. ACUTE STREPTOCOCCAL DISEASES 


During 1950 it became apparent that a major epidemic of 
streptococcal diseases was prevalent. Numerous cases of 
acute streptococcal tonsillitis, scarlet fever, erysipelas, 
streptococcal impetigo and infected wounds with marked 
lymphangitis and adenitis were seen. At the same time 
the incidence of acute glomerulonephritis and acute 


*The References will be published at the end of the con- 
cluding part of this paper. 


rheumatic fever increased. These sudden outbreaks of 
streptococcal disease had been noted in previous years, 
particularly in 1943; but in our experience of the past 
decade this streptococcal invasion appeared to be quite 
unprecedented. 

The clinical response of these cases to the sulphonamide 
drugs was usually good and Penicillin was only used in 
the severe and resistant cases. In many patients, 
however, no sooner had the temperature and clinical 
manifestations subsided and the medication withdrawn, 
than a complete relapse ensued. These various strep- 
tococcal manifestations were seen in all age groups and 
a high rate of inter-familial infection was noted. 

The epidemic appeared to begin in March 1950, reached 
its peak in June and carried on until November. There- 
after the incidence lessened but still remained higher than 
usual and rose again in May 1951, through to August, 
at which time it appears to be subsiding. 


2. INFECTIOUS MONONUCLEOSIS 


Ever since the post-war years infectious monocleosis has 
occurred in sharp outbreaks in this area. It is possible 
that in the past these cases were diagnosed as malaria and 
that, with the rapid decline of the latter disease in the 
European during the past five years, alternative diagnoses 
have been sought. It is more probable, however, that the 
increased incidence has been real. In the latter part of 
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1949 through to the early months of 1950, many cases of 
infectious mononucleosis were diagnosed. The diagnostic 
criteria have consisted of an acute febrile illness lasting 
from two to six weeks, lymphadenopathy, splenomegaly 
(often delayed until convalescence) and a white blood 
count often showing an absolute monocytosis with 
abnormal monocytes, but almost as frequently showing a 
leucopenia or no abnormality. The Paul-Bunnell reaction, 
though frequently positive, often showed agglutination only 
in low titres in otherwise typical cases. As fuller 
experience has been gained with this disease it has become 
obvious that laboratory tests often fail to confirm the 
clinical diagnosis and that most reliance should be placed 
on the latter. 

Apart from four cases that had severe anginose mani- 
festations, all the children appeared very well, despite high 
temperatures and marked lymph and splenic enlargement. 
Complete recovery ensued within two to six weeks, during 
which time one or more relapses were often noted. In 
nine children the illness lasted for a longer period and 
these have been the subject of a separate report. 


3. THE EPIDEMIC UNDER REVIEW 


Commencing in June 1950, a large number of children 
were seen who presented a very uniform, but unusual 
clinical syndrome. The illness was characterized by 
marked pallor, fleeting joint pains, recurrent abdominal 
pain, prolonged pyrexia, a raised erythrocyte sedimen- 
tation rate (E.S.R.), negative physical findings and 
followed, after many months, by a slow but complete 
recovery. 

Despite repeated examinations and investigations per- 
formed on these patients, no clear-cut diagnosis could be 
established. The children were obviously ill and showed 
no inclination to leave their beds, but apart from the 
raised E.S.R., which confirmed the presence of some 
disease process, the marked pallor and irregular pyrexia, 
no objective signs were found. Various schedules of 
treatment were given with no apparent response in any 
and it was thereupon decided merely to maintain complete 
bed rest and to follow their progress. A slow symptomatic 
improvement followed by a fall in temperature occurred 
in all in periods ranging from four to 10 months. No 
complications were discovered in any and follow-up 
examinations three to six months after recovery also 
proved negative. 

A total of 65 cases were treated during the period June 
1950 to April 1951. The sex incidence was: Female, 39; 
Male, 26. Most of the cases occurred during the ages of 
five to seven years, the youngest being 2} years, the eldest 
12 years. In four families more than one case developed. 

Following are the case reports of three children that 
may be taken as representative of the entire series. The 
almost monotonous similarity of the clinical picture was 
the most striking feature of this disease. 


CASE REPORTS 


1. J. D., female aged six years, first seen in September 
1950. The child had suffered from three attacks of acute 
sore throat during the previous month. During the past 
two weeks the mother complained that the child appeared 
listless, unduly tired and irritable, had slept badly and 
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eaten very poorly and that she had complained of pains 
in her knee and wrist joints. Examination revealed a 
rather pale child, but apart from slight enlargement and 
injection of the tonsils and swelling of the tonsillar lymph 
glands, there were no abnormal findings. During October 
no improvement in her symptoms was noted and examina- 
tion revealed no change in her physical signs, apart from 
an increased pallor. Her temperature was 100° F and 
she was put to bed. The E.S.R. gave readings of 22 mm. 
and 58 mm. (ist and 2nd hour). She was given 60 gr. 
of sodium salicylate per day and closely observed. After 
two weeks no change had occurred and she was admitted 
to hospital. 

Examination now revealed extreme pallor but well 
coloured mucous membranes. The tonsils were still 
slightly swollen, the cervical glands shotty and tender. 
The heart rate was 80, the temperature ranged from 99° F 
to 102° F. There was no evidence of heart disease and 
a chest X-ray and cardiogram revealed no abnormal 
changes. The rest of the examination was negative. 

Laboratory tests were as follows: 


November, January, 
1950 1951 
Blood count: be | red blood 5 million 4-6 miilion 
cells 
Haemoglobin .. 
Total white blood 
cells 
Neutrophiles 
Lymphocytes 
Monocytes 
Eosinophiles 


Agglutination against B.abortus 
Blood slides for malaria oh 


Negative. 

Negative. 

Agglutination 
occasions. 
No abnormal findings, no 
growth on culture. 

No ova or cysts. 


Paul-Bunnell test 1:64 on two 


Urine 
Stools 


Whilst in hospital the child complained of infrequent 
pains in her knees and elbows, unaccompanied by any 
visible signs. She had one moderate expistaxis. 
Periodically she complained of central abdominal pain. 
Her temperature remained elevated for the following two 
months. It ranged from normal to 100° F with short 
periods, usually lasting two to four days, when it rose 
to 102° to 104° F. 

She was discharged from hospital in January, still 
pyrexial, but otherwise looking better and at home made 
a gradual recovery. Her entire illness lasted eight months. 

2. T. C., male aged five years, was first seen in January 
1951. In August 1950 he suddenly became ill with a sore 
throat and high temperature. This occurred one week 
after his mother had suffered from an extremely sore 
throat. Diphtheria had been suspected by the local doctor; 
but throat culture proved negative and following treatment 
with sulphadiazine, he improved within a few days. He 
appeared better and was allowed to get up. The mother 
then noticed marked pallor, disinclination to play and a 
poor appetite. At times he appeared to be warm and 
sweaty. He became very irritable and had restless nights. 
Periodically he complained of pains in his left ankle and 
both knees, and of pain in the centre of his abdomen. 

During the following months he remained in a similar 
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Nine essential 
factors in one 


preparation 


During fifteen years of medical use 
Complevite has won its place as a 
constantly prescribed preparation 
by reason of the completeness of 
its formula —as well as its economy 
in cost. 
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“extraordinarily good results’”! 
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1. The broad-spectrum activity of Terramycin 
against organisms in the bacterial, rickettsial and 
spirochetal as well as certain viral and protozoan groups. 


The promptness of response to Terramycin 
in the treatment of acute and chronic infections involving 
a wide range of systems, organs and tissues. 


Terramycin is available in a variety of oral, intravenous and 

topical dosage forms: capsuLes, 250 mg., bottles of 16; 
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\N ACUTE 
In 20 cases of acute 
therapy proauced negative picod cultures 
within 48 nours» normal cemperature® within 
an averaee of 3 days and aimost complete 
¢reedo® from sysptons py the end of week. 
The yniforaity of tne results» regardless 
of tne severity of the aiseas® and the 
elapse prior to treatment is resarkable” 
In anotner enall ger gave 
excerient results wnich were in all respect® : 
euper ior to tnose we ovserves in similar cases 
created with other 
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state and had two attacks of high temperature which were 
attributed to acute tonsillitis, During December he 
appeared very much worse; pallor was marked and 
breathlessness accompanied by profuse sweating and a 
greyish colour of the skin was noticed on slight exertion. 
He was admitted to a hospital elsewhere but a full 
investigation there proved negative. During this period his 
temperature ranged from 99° F to 100° F. Apart from 
two weeks spent in hospital and a few short spells in bed 
at home, he had been ambulatory during the entire period. 
His previous health had been good apart from scarlet 
fever at the age of 24 years, two previous attacks of acute 
tonsillitis and a recurrent papular urticaria. 

Examination revealed a pale, sick-looking child. Apart 
from the temperature, the only other positive findings were 
enlarged, reddened tonsils with shotty cervical glands. 
Throat culture revealed a mixed growth of S. aureus and 
non-haemolytic streptococci. The E.S.R. reading was 
10 mm. and 47 mm. (ist and 2nd hours). 

Laboratory tests were as follows :— 


Blood count: Total red blood cells 
Haemoglobin 
Total white blood cells 
Neutrophiles 
Lymphocytes 
Monocytes . 


1 alge pere 


14,0007 per c.mm. 
62 


Agglutination against B.abortus Negative. 

Paul-Bunnell test Agglutination 1:4. 
Urine .. No abnormalities. 
S tools ‘ .. No abnormalities. 


During the period of observation a great increase in 
irritability occurred and facial grimaces and choreiform 
movements were seen. These movements affected both 
eyes, lips, hands and feet. Muscle tone was poor. 
Following administration of phenobarbitone, improve- 
ment occurred rapidly and no further twitching was noticed 
after five days. 

He was kept in bed for the following two months, during 
which time a gradual improvement occurred. He was then 
allowed up despite the continued pyrexia and in May 1951 
appeared to have completely recovered. The total length 
of illness was 10 months. 

3. B. C., male aged six years, was first seen in Sep- 
tember 1950. He had been perfectly well since a tonsillec- 
tomy which had been performed in June 1949, though 
previous to that he had suffered from numerous sore 
throats. During April 1950 the mother noticed a gradual 
falling off in his general health. He had a poor appetite, 
lost weight, looked very pale, became irritable and slept 
badly, sweated excessively and complained of pains in his 
knee and ankle joints. He appeared to be very hot at 
times but his temperature was not recorded. 

Examination showed @ sick-looking child with dark 
circles around his eyes. The fauces appeared healthy but 
there was a shotty enlargement of his cervical lymph 
glands. A few small glands were palpable in the axillae 
and groins. There was a grade II systolic murmur at the 
apex. (This later disappeared.) There was no cardiac 
enlargement and a chest X-ray and cardiogram revealed 
no abnormal changes. The rest of the physical examina- 
tion was negative. 

Laboratory data were as follows: — 
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September, November, 
1950 1950 
Blood count: Total red blood 4-6 million 4-6 million 
cells 
Haemoglobin 
Total white blood 
cells 
Polymorphonuclears 
Lymphocytes 
Monocytes 
Eosonophiles 


Erythrocyte sedimentation rate 28 mm, and 62 mm. (first and 
second hours). 

Agglutination against B.abortus Negative. 

Paul-Bunnell test Agglutination 1:16 and 1:4. 

Blapd slides for malaria Negative. 

Urine . No abnormality apart from 
marked phosphaturia. 

Stools .. No cysts or ova. 

His temperature continued to be raised for the following 
four months, during which period he seemed to make no 
progress. No new signs developed and in January he 
suddenly appeared to improve, despite the persistence of 
temperature. He then was allowed out of bed gradually 
and made a full recovery. His illness lasted ten months. 


CLINICAL FEATURES 


1. Mode of Onset. In the majority of cases a history 
of an acute sore throat or repeated attacks of sore throats 
could be elicited. Many of these children had been 
attended during these attacks. In the case of the younger 
children who had not been attended, no definite history 
could be elicited, but it is probable that they too had 
suffered from acute throat infections. 

In a typical case, after suffering from one or more 
attacks of acute septic throat, the child did not appear to 
return to normal; convalescence seemed prolonged, and 
then either suddenly, or more usually gradually, the full- 
blown picture of this illness became established. 

2. Symptoms. These consisted mainly of the fol- 
lowing : — 

Listlessness and easy fatiguability, headache, irritability, 
insomnia with disturbed dreams. Bed wetting often 
returned. 

Central abdominal pain often followed by vomiting 
which relieved the pain. 

Poor appetite with resulting loss of weight. 

Epistaxis, usually slight. 

Attacks of hoarseness were often noted. 

Sweating. 

Joint pains were elicited in all patients, though in some 
they appeared to be very slight. In the majority, however, 
pains in the joints was a prominent complaint. The knees, 
ankles, elbows and wrists were most often involved; but 
complaints were also referred to the fingers, toes, shoulders, 
hips and back. The joint pains usually improved when 
the child was put to bed and they also appeared to respond 
to salicylates. 

3. Signs: General Appearance. On the whole the 
children did not appear to be acutely ill but all had a tired, 
washed-out appearance and had pale faces and hollow 
eyes. Most had lost a fair amount of weight, in some this 
being pronounced. A marked pallor was present in all 
except two, but the mucous membranes of the mouth and 
the conjunctiva showed normal colouring. 
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Pyrexia. All had pyrexia of some degree. Four-hourly 
temperature charts were started as soon as the cases came 
under observation and were continued throughout the 
course of the illness. The total length of proved pyrexia 
varied from three weeks to eight months. All showed 
evening or midday temperature rises to 99° F to 100° F 
for the entire period, with occasional readings rising to 
102° F. Short episodes lasting one to five days occurred 
when the temperature either fell to normal or rose to 
102° to 104° F. During these periods no constant change 
was noted in the child's condition. In a small number 
acute tonsillitis or pharyngitis, with an increase in the size 
of the cervical lymph glands occurred during the stage of 
acute rise in temperature. . 

Throat. Of the total of 65, 11 had had their tonsils 
and adenoids previously removed. All showed some 
evidence of recent infection of the fauces, often with 
characteristic enlargement of the tonsillar lymph glands; 
whilst in some, frank pus was still present, most showed 
merely an injection of the tonsils or pharynx. 

Glands. Enlargement of the tonsillar lymph glands was 
usually present and a few cases showed, in addition, a 
shotty enlargement of the cervical chain. It was noted 
that swelling of the glands in the anterior cervical region, 
with tenderness, often occurred during the course of the 
illness without any obvious throat infection. No marked 
glandular enlargement was seen in any of these cases. In 
seven patients a general lymphatic adenopathy occurred. 
The enlarged glands were small, slightly tender and 
subsided within a few days. 

Heart. No definite evidence of cardiac involvement 
was found in any child. The rate varied in general with 
the temperature and was considered in all cases to be 
normal for the age. Sleeping pulses revealed rates between 
60 and 88. Marked sinus arrhythmia was present in most 
cases; no extrasystoles were noted. In eight cases, grade 
I-Il systolic murmurs were found to be present at the 
apex but these were inconstant. These patients were very 
closely followed and were examined repeatedly. The 
murmurs either remained very slight or disappeared on 
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further examination. No cases with a diastolic murmur 
was found. None showed any cardiac enlargement. 
Electrocardiograms and chest X-rays were taken in the 
majority of these children and revealed no abnormal 
changes. 

Lungs. No pulmonary symptoms or signs were noted. 
Chest X-rays performed mainly to exclude any cardiac 
enlargement showed no lung changes in any case. 

Tongue. A heavy white fur was often found to be 
present during acute exacerbations, but this usually rapidly 
disappeared. 

Abdomen. No enlargement of the liver or spleen was 
noted in any case. Slight general tenderness was some- 
times found when the child complained of abdominal pain. 

Limbs. Though the children often complained of joint 
pains, in no case were there any signs such as swelling, 
redness or limitation of movement of the affected joints. 

Central Nervous System. Slight apathy appeared 
characteristic of this illness. Whilst a few children 
appeared mentally normal, most showed a marked apathy 
and appeared perfectly content to remain in bed. Short 
bursts of hysterical and excited behaviour were often 
reported and in some cases the children became hyper- 
excitable, shouting loudly, sleeping badly and obviously 
worried by troublesome dreams. The majority of the 
children played contentedly with their toys. In six patients, 
signs suggestive of chorea occurred. Pursing of the lips, 
grimacing, rolling of the eyes to one side and clicking 
noises made by the tongue were noticed. In two a marked 
thickening and slurring of the speech was noticed. All 
improved rapidly following administration of Phenobar- 
bitone. In these six patients the general mental state 
appeared to be merely an exaggeration of the state often 
shown at short periods by the rest of the patients. 

Skin Rashes. Urticaria was present at one stage of the 
illness in many cases; most commonly it showed the 
features of papular urticaria involving mainly the buttocks, 
thighs, legs and forearms. In three erythema marginatum 
was noted. 


(To be concluded) 


VERENIGINGSNUUS : ASSOCIATION NEWS 


NaTIONAL Mepicat Services 


[The followin 
published at the request of the 


communication (printed in the lay press) is 
fast Rand Branch.——Editor.] 
DEVELOPMENT OF MEDICAL 


NATIONAL SERVICES 


‘In general principle the statement made by the Minister of 
Health and the latest developments through the provinces in 
regard to the future health services of our country are not 
incompatible with the general policy of the Medical Associa- 
tion of South Africa which is contained in the report of the 
Standing Committee of the Federal Council on Health Services 
in the Union of South Africa. 

Thus it will be found in our report that even before dis- 
cussing ways and means of providing a medical service on a 
national basis, it is fundamental for the general well-being of 
the nation not to neglect an all-important issue, which if not 
faced in a practical way, will stultify to a large extent any 
efforts and contributions which the medical, dental and 
nursing professions can bring to this problem of health to 
the nation 

This issue involves all steps leading to better living condi- 
tions with improved housing. nutrition and sanitation which 
are fundamental to good health. 

Two Main Approaches If I understand correctly the state- 


ment of the Administrator in the Cape Times on 30 October. 
then again in principle it conforms with the general pattern 
of the Medical Association's policy, which advocates that as 
far as the medical services are concerned, two main approaches 
be made towards this problem, namely: 

(a) Because of the size of our country, the make-up and 
distribution of the population and other constitutional and 
economic reasons, together with general principles and medical 
man-power, we are convinced that a drastic revolutionary 
national health service based on the National Health Service 
Commission’s report, is impractical and undesirable. The only 
solution we feel is in the direction of a medical service based 
on foundations already laid and practices tried here and else- 
where. To put it in another way, to consider the future 
expansion of our present medical services in our country on 
a national basis. 

(b) (i) Individual health which involves the curative health 
services and for which the relationship between the individuals 
making up the public on the one side and the medical practi- 
tioners making up the medical profession on the other side 
must be maintained on a sound basis. 

(ii) Then equally important is the community health which 
involves the preventive health service of all the communities 
making up the population as a whole. 


ef 
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While these two health services should and must eventually 
oe fully catered for and integrated more and more, it is a 
practical necessity, in order to avoid delay, to allow these two 
important services to evolve on parallel lines. 

The one, namely the preventive health service for the com- 
munities, is so obviously a short-term policy which can be 
started forthwith within our financial resources and man- 
power, while the other, ic. the curative personal health 
service, would have to be evolved as a long-term policy with 
adjustments and growth depending on the resources, financial 
and medical man-power. 

The preventive health service is already firmly established 
on sound foundations in the case of our larger local authori- 
ties, and there is no sound reason why these services should 
not be expanded forthwith to cover the whole of our country. 

It is not feasible for most of our smaller local authorities 
to have full-time health departments but it has already been 
demonstrated in South Africa that for purposes of a 
preventive health service, local authorities can be brought 
together for this purpose into regions which can be served 
adequately and economically by whole-time health depart- 
ments. 

To finance these projects it will be necessary for the State 
to subsidize, as they already do, and assist the local authorities 
concerned to the extent to which they cannot help themselves. 

Curative Services: The curative health service for the indivi- 
duals becomes a much more complicated problem which 
requires the fullest co-operation between the medical pro- 
fession, the public and the State. It is complicated because 
adequate medical care of the sick individual involves skilled 
attention in so many directions—the general practitioner, the 
specialist, the laboratory service, the radiologist and the 
hospital services, together with medicines and appliances, etc. 

Any attempt to place these services within the economic 
reach of the whole population would be beyond the financial 
power of our country, but there is a desperate need for 
adjustments to bring about an improved state of affairs placed 
upon a sound agreed basis which can grow and develop 
systematically towards a reasonable standard and goal. 

The next steps to be taken by the Central Government and 
the provinces will be watched with the greatest interest by the 
profession because there are enunciated in our report certain 
issues which are also fundamental for the full co-operation 
for all parties concerned. 

Two Important Features: For instance, there are two very 
important features which should not be lost sight of in any 
scheme ultimately adopted in our country and which must 
be modified only in exceptional circumstances. 


Screntivic Papers FOR CONGRESS 


The policy which has been adopted for the selection of papers 
for presentation to Congress is that the Organizing Committee 
has decided to invite papers on scientific topics from various 
members of the profession who are experts in their fields 
In addition, a limited number of papers are invited from 
those who wish to present them in the various sections 
Synopses of such papers must be in the hands of the Medical 
Secretary not later - on 3 March 1952. They should be 
addressed to: 
W. Girdwood, Esq., F.R.C.S., 
Medical Secretary (1952 Medical Congress), 
Medical House, 
5 Esselen Street, 
Hospital Hill, Johannesburg, 
to whom any inquiries on this subject should be directed. 


Mr. I. Norwich (part-time Head of the Department of Surgery, 
Edenvale Hospital) has returned from a 34-months’ overseas 
tour. During this period he attended the Congress of the 
International Society of Surgeons in Paris and visited surgical 
clinics in Stockholm, Great Britain and the Continent. 


Mepicat CHRISTIAN FeLLowsnip (Cape Town) 


The next meeting is on 13 Jom gy 1952 in the Physiol 
Lecture Theatre, Medical School, 


owbray, at & p.m. 


PASSING 
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1. Wherever possible the free-choice-of-doctor principle and 
the traditional ‘doctor-patient’ relationship should be 
jealously guarded. 

2. Socialized medicine with an attempt to make all medical 
services completely free to everyone (except to the very poor 
under-privileged groups) must be avoided for the following 
reasons: 

(a) Our country is not, and is not likely ever to be, in a 
financial position to initiate such a scheme. 

(b) Experience has shown that, wherever this free service has 
been sponsored by a government, the demands have, without 
exception, far exceeded the estimated requirements normally 
needed by the participants in such a scheme. 

(c) The sound limiting principle that a government should 
supply through the State a reasonable minimum of medical 
care. This minimum standard must be compatible with the 
available resources of the country and must not be so high 
as to destroy the interest of men in securing something better 
through their own efforts. 

Further, | welcome the Minister's statement that the curative 
personal health service will, wherever possible, be put on to a 
“Medical Aid Society’ basis since this is in keeping with the 
Association's accepted policy. 

The Next Phase. The next phase in the development of a 
medical service in our country will be of the greatest import- 
ance because it is reaching a stage where the public, the 
profession and the Government of the country will know 
what will be expected from each party concerned and the type 
of service which will be provided for the health and welfare 
of the nation. 

It will be noticed that nowhere have | mentioned hospital 
services. This is a very important service and will come into 
the picture very pointedly when detailed planning of the 
medical services is undertaken. 

In this respect, apart from mental hospitals and leper 
institutions, there are two main types of hospital services in 
our country. These are: 

Infectious Diseases Hospitals dealing with the treatment and 
isolation of infectious disease cases, the responsibility of 
which is mainly that of local authorities with the aid of the 
Central Government (under the Public Health Act No. 36 of 
1919), and 

The General Hospitals which are the responsibility of the 
provinces and are an essential link in the curative personal 
health service of the individuals in the country. 

J. P. de Villiers, 
Chairman and Convenor, 
Cape Town. Parliamentary Committee of Federal Council. 
1 November 1951. 


EVENTS 


minister and a doctor will lead a discussion on The Relation- 
ship Between the Doctor, the Minister and the Patient. A 
Moody Institute of Science film will also be shown. 

All interested are invited to attend. 


Moror Car INSURANCE FOR MEMBERS OF THE MEDICAL 
ASSOCIATION 


Members are reminded that it will be to their benefit to reply 
to the circular recently forwarded to them with a newsletter. 
Doctors using their cars for professional purposes can effect 
a considerable saving in the premium to be paid by com- 
municating with Messrs. Edward Lumley and Sons, P.O. Box 
4369, Cape Town, the Association's official insurers for this 
class of motor-car insurance. 


Vistt oF Sir Granam-Hopason, K.C.V.O., 
F.R.C.P., F.F.R. 


The Chairman and Council of the Radiological Society of 
South Africa are entertaining Sir Harold Graham-Hodgson 
on Wednesday, 13 February 1952. Would Radiologists—other 
than those resident in the Transvaal—who are likely to be in 
Johannesburg on that date, please communicate with Dr. M. 
a Chamber of Mines Hospital, Cottesloe, Johannes- 
urg 
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INTERNATIONAL SANITARY REGULATIONS 
International Sanitary Regulations. World Health Organi- 


zation Regulations No. 2. World Health Organization 
Technical Report Series No. 41. Adopted by the World 
Health Assembly 25 May 1951. (Pp. 100. 5s., $0.65, 


Sw. fr. 2.60.) Geneva: World Health Organization. 
July 1951. 
Contents: 1. Definitions. 2. Notifications and epidemiol 1 inf 


3. Sanitary organization. 4, Sanitary measures and procedure. 5. Special 
provisions relating to each of the quarantinable diseases. 6. Sanitary docu- 


ments. 7. Sanitary charges. 8. Various provisions. 9. Final provisions. 
10. Transitional provisions. Appendix 1. Appendix 2. Appendix 3. Ap- 
pendix 4. Appendix 5. Appendix 6. Annex A. Annex B. Index 


The new International Sanitary Regulations, which have j 
appeared as No. 41 of the World Health Organization: Tec 
cal Report Series, may be considered as one of the greatest 
achievements of the World Health Organization since its 
establishment. The Regulations, which are intended to 
replace, by a single code of practice, the several existing inter- 
national sanitary conventions, have, in particular, revised those 
out-of-date measures which have tended to impede the inter- 
national traffic of goods and people. As pointed out by 
Dr. M. T. Morgan, Chairman of the WHO Special Committee 
on International Sanitary Regulations, they will make it 
ible to do away with the ‘museum pieces’ still officially 

in force at the present time. ; 
The International Sanita Regulations were unanimously 
adopted by the Fourth orld Health Assembly, and, in 
accordance with the WHO Constitution, they will enter into 


Part-Time District SURGEONS 
To the Editor: Not very long ago you had a short Editorial 
on medical fees on broad general lines. | welcomed that, and 
without going into much detail, some facts concerning part- 
time District Surgeons merit attention. 

1. Many District Surgeon's salaries are still the same as pre- 
war; yet from time to time the Secretary for Health has 
increased the work to be done by them 

2. The cost-of-living allowance paid to full-time District 


Surgeons in many cases is more than the salary of many a 
part-time District Surgeon. t 
3. The travelling allowance of 1s. per mile paid to part-time 


District Surgeons since before the war is still the same. This 
figure is so ludicrous, considering the rise in travelling costs, that 
it amazes one that no one has broached the subject in our 
Journal. Part-time District Surgeons are now on a par with 
taxi-drivers, while garage travelling fees are more, viz. 1s. 3d. 
per mile. 

It is my conviction that our Association should appoint a 
committee to investigate the terms of appointment of part- 
time District Surgeons. As things are at present the Depart- 
ment of Health autocratically demands services from part-time 
District Surgeons under a clause in their contracts which reads 
to the effect that the Department may require the part-time 
District Surgeon to do any other duties which the Department 
may consider from time to time to devolve on them. If the 
Department does not pay extra for such service, then the 
amount is not a matter of mutual arrangement, and the 
advantage is altogether on the side of the Department. In 
more than one instance nothing extra is paid ¢ contract is 
so one-sided that one may well call it lop-sided. I cannot 
think of anybody who has not had an increase in salary at 
some time during the last 10 years—from common labourers 
to those holding highest office, except part-time District 
Surgeons who do not even receive a cost-of-living allowance. 

A District Surgeons Society, | believe, exists somewhere but 
it must be either very dormant to have neglected District 
Surgeons interests to such an extent, or else the Department 
of Health Colossus is too hard a nut to crack. However, 
there is nothing like joint action and organization of which 
the mighty trade unions and their achievements bear witness, 
and perhaps amongst the part-time District Surgeons some- 
where will yet be found the organizing genius who could 
revitalize the Society into action, and weld it into a solid 


front capable of negotiating with the Department, on a basis 
of strength and not as a supplicant. 


14 December 1951. 


Part-time District Surgeon. 
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force on 1 October 1952, previous ratification by each of the 
Member States of WHO not being necessary. 

The Regulations lay down the maximum sanitary measures 
which can be taken as regards the quarantinable diseases, i.e. 
plague, cholera, yellow fever, smallpox, typhus, and relapsing 
fever. They have been drawn up in such a way that they can 
subsequently be amended as necessary. 

The Regulations, comprising 115 articles, are divided into 
ten parts. The first three parts deal with definitions, notifica- 
tions and epidemiological information, and sanitary organiza- 
tion. The two following parts comprise general sanitary 
measures applying to all quarantinable diseases, and the pro- 
visions relating to each particular one. Subsequent parts 
deal with sanitary documents, sanitary charges, and various, 
final, and transitional provisions. In appendices are presented 
various model documents: deratting certificate and deratting 
exemption certificate, international certificates of vaccination 
or revaccination, and the Maritime Declaration of Health; and 
two annexes deal with the sanitary control of the Mecca 
Pilgrimage and the standards of hygiene with which pilgrim 
ships and aircraft must comply. A comprehensive analytical 
index is also included. 

The proceedings of the special committees which were 
responsible for the final drawing-up of the Regulations will 
be published in the Official Records of the World Health 
Organization, No. 37. Information concerning the new 
International Sanitary Regulations will also be found in the 
September 1951 issue of the Chronicle of the World Health 
Organization. 


THe ADMINISTRATION OF HaBiT-FORMING DruGs IN PRIVATE 
Nursinc Homes 


To the Editor: Complaints are constantly received by my 
Department against its attempts to ensure that the provisions 
of the law with regard to habit-forming drugs are strictly 
observed in private nursing homes and that registered nurses 
in charge thereof are not induced to participate in arrange- 
ments which are illegal. A letter recently addressed by me 
to a Sister in charge of one of these homes outlines the correct 
rocedures, which I do not think involve hardship on anyone. 
he letter is as follows:— 


‘Further to my letter of 30 November 1951, I wish to make 
clear that, under the provisions of the Medical, Dental and 
Pharmacy Act, it is incumbent upon each medical practitioner 
who has patients under his care in the nursing home of which 
ree are in charge to maintain his own separate supply of habit- 
orming drugs and to leave them in your charge should he 
wish to be in a position to issue orders for their administration, 
by you or your staff, in his absence. These drugs should, of 
course, be kept under lock and key. You should not be party 
to any arrangement by which the drugs belonging to one doctor 
are used for patients under the charge of some other doctor. 
Each doctor is responsible, under the Act, for keeping his own 
register of habit-forming drugs used in his private practice, 
and any borrowings or exchanges would interfere with the 
accuracy of the registers and violate the provisions of the law. 
If a doctor orders a drug of which there is no supply in the 
stock held by you on his behalf, then he must either come in 
person to bring you a further supply or order a supply to be 
sent by a chemist and druggist to the Home on his behalf. 
For your own protection, you should secure from a doctor who 
has ordered the administration of a habit-forming drug, his 
written instruction (giving details as to amount, time, name of 
patient) either before or as soon as practicable after its 
administration.” 


The relevant provisions of the law are to be found in Section 
65 of the Medical, Dental and Pharmacy Act, No. 13 of 1928. 


G. W. Gale, 
Secretary for Health and Chief Health Officer. 


Department of Health, 
P.O. Box 386, 
Pretoria. 

4 January 1952. 
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LUDOZAN TABLETS 


WITH BELLADONNA 


The Ideal Antacid 


LUDOZAN, long established as the ideal antacid, is now available in 
the form of TABLETS. LUDOZAN TABLETS contain hydrated 
sodium aluminium silicate designed as an antacid and to furnish rapid 
and prolonged relief of the distress of peptic ulcer and hyperacidity. 
The addition of BELLADONNA is helpful in the retardation of the 
formation of hydrochloric acid. The tablets may be chewed and 
swallowed (with water if required) or allowed to disintegrate in half a 
glass of water before taking. 


LUDOZAN TABLETS in tubes of 10 and bottles of 50 


FOR ANDO UNDER THE FORMULA AND TECHNICAL SUPERVISION OF 


is CORPORATION - BLOOMFIELD, N.J. 


MANUFACTURED IN THE UNION OF SOUTH AFRICA BY on’ 
SCHERAG (PTY.) LIMITED, JOHANNESBURG K 


Roter Gastric Ulcer Tablets 


Reliable and effective for all gastric disorders due to hyperacidity 


Outstandingly successful for chronic gastric and duodenal 
ulcers previously unresponsive to any other treatment 


Rapid release from pain and discomfort. 
No _ narcotics. No effects. 


Roter dispenses almost entirely with absenteeism and the need for 
rest, hospital treatment and operations. 
Physicians with difficult chronic ulcer cases are invited to write for 
literature and samples. 


IMPORTERS 
HARRY DELEEUW CO. (PTY.) LTD. 


P.O. Box 7, Maraisburg, Transvaal, South Africa. 


Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 446!; Cape Town, P.O. Box 4838; Durban, P.O. Box 1988 


Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877 Salisbury, P.O. Box 169! 
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Now standardised in U.S.P. units 


(ACTH) 
CORTICOTROPIN- WILSON 


40 U.S.P. Units per c.c. 


Supplied in 5 c.c. multiple dose vials—200 U.S.P. Units per vial 


Intravenous Ready for immediate use 
Stable solution 
Intramuscular Well tolerated 
Administration 


Economical 


Further information and literature is available from 


PROTEA PHARMACEUTICALS LTD. 


P.O. BOX 7793, JOHANNESBURG 
Telephone: 33-2211 


DURABLE ANTISEPSIS 


AN ANTISEPTIC for surgical, medical and lasting. Except in the event of gross 
obstetric practice should not be too contamination, a film of 30%, ‘Dettol’ 
selective. It is well that it should dried on the skin, confers protection 
be lethal to a diversity of common against infection by Streptococcus 
pathogenic organisms, such as Strepto- pyogenes for at least two hours.* 


coccus pyogenes and Staphylococcus 


aureus; better if it can also be depended 


upon in the presence of blood, pus and * This experimental finding (F. Obstet. 
wound debris. Best of all if the barrier Gynaec. Brit. Emp. Vol. 40. No. 6) bas 
it creates against fresh contamination be been confirmed in obstetric practice. 


RECKITT & COLMAN (AFRICA) LTD. P.O BOX 1097, CAPE TOWN 


3005. 
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With the accurate timepiece of science there comes, not more 
time but less leisure, and—all too often—more emotional dis- 
orders and functional discord, with inevitable constipation. The 
physician's aim is always to re-establish in his patient the regular 
harmony of healthy habit patterns : Agarol* assists him. Phenol- ; 
phthalein gives the necessary stimulation ; the hydrophilic proper- - 
ties of Agarol counter excessive absorption of moisture in the large 
bowel and rectum; the colloidal agar gel in Agarol sup- 
plements the natural intestinal lubricant ; at the same \ G A R Q | pe rd 
time Agarol provides a highly emulsified mineral oil { 4 wannen : 
which mixes readily with the intestinal contents. pA 
Supplied in 6 and |4oz. bottles. 
WM. R. WARNER & CO. (PTY) LTD., 6-10 Searle Street, Capetown. ; 


Showell’s 


DIPENICILLIN 
LEO 


Aqueous suspension 


High initial concentration Suture Needles 
Protracted effect 


Sele Distributors for the Union of South Africa 
This combination is now the generally accepted method of 
administering Penicillin. 


PHARMAKERS (PTY.) LTD. 
215-216 Gibraltar House, Regent Road, Sea Point, CAPE TOWN 
301-303 Boston House, Strand St. (P.O. Box 816) CAPE TOWN 


Registered Agents for: 
23 Orion House, 235 Bree St. (P.O. Box 2726) JOHANNESBURG 


LEO PHARMACEUTICAL PRODUCTS, COPENHAGEN 


(6) 
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A CUP OF 
COCOA IS 
A CUP 

OF FOOD 


S.A. MEDICAL 


Children will drink milk 
if it is made into a cup of 
Bournville Cocoa. 


BOURNVILLE COCOA 


(CAVENDISH) 


(TRADE-MARK REGISTERED U.K., U.S. PATENT OFFICE) 
DIAPHRAGMATIC MUSCLE EXTRACT 


CLINICALLY PROVEN 


ANGINA PECTORIS 
ARTERIOSCLEROSIS 
DIABETIC GANGRENE 
DISORDERS MARKED BY 


IMPAIRED CIRCULATION 


PERIPHERAL VASCULAR DISEASE 


etc., etc 


SUPPLIED IN BOXES OF | ««. AND 2 ¢.c. AMPOULES FOR 
PARENTERAL ADMINISTRATION 


IN BOTTLES OF 30 cc. LIQUID FOR ORAL 


ADMINISTRATION 


SUPPLIES AND FURTHER INFORMATION FROM 
OUR DISTRIBUTORS IN SOUTH AFRICA 


SIVE BROS. & KARNOVSKY tro. 


JOHANNESBURG and DURBAN 


CAVENDISH CHEMICAL CO. (NEW YORK) LTD., 


OXFORD WORKS, WORSLEY BRIDGE ROAD, LONDON, S.E.26. 


JOURNAI 


“PROTECTOR 
PAN 
WASHER 


Manufactured by 


Dent & Hellyer Lid., 


LONDON 


Sole distributors for the Unior of South Africe 


301-303 Boston House, Strand Street, (P.O. Box 816) Cape Town 
23 Orion House, 235 Bree Street, (P.O. Box 2724) Johannesburg 
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ANASTHETIC ETHER 


| Manufactured by 


THE NATAL CANE BY-PRODUCTS [10. 


OF MEREBANK 


* Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 

In cases, each containing 
12x | lb. Amber Coloured Bottles, 
similar to those used in Europe. 


For furthur information please write to the selling Agents 


| C. G. SMITH & CO. LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pty.) C. G. Smith & Co., 
P.O. Box 565, Johannesburg. P.O. Box 1314, Cape Town. 


anders’ Agencies, 


Court: 
P.O. Box 352, East London. 
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The Medical Association of South Africa 
Die Mediese Vereniging van Suid-Africa 
AGENCY DEPARTMENT : AGENTSKAP AFDELING 
JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 
PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(Pr/S34) Progressive Transvaal town dispensing practice. 
Average gross income £3,500 p.a. Excellent surgical facilities. 

Owner going overseas. 

(Pr/S31) O.V.S.-praktyk. Goeie geleentheid vir algemene 

geneesheer met aanleg vir snywerk. Alle fasiliteite. Medisyne 

word aangemaak. Moet tweetalig wees. Jaarlikse inkomste 

£2,400. Eienaar gaan verder studeer. Premie vir klandisie- 

waarde, instrumente en voorrade, £1,500. Een maand 

introduksie sal gegee word. 

(Pr/S35) Eastern Transvaal. Dispensing practice. Annual 

gross income, £3,500. House for sale at £3,000. Large bond 

available. Premium £1,750. Terms open for discussion. 
MEDICAL EQUIPMENT 

(1/019) Zeiss microscope. Condition as new. £55. 

(1/023) Heavy based Irrigator stand, height adjustable, com- 

plete with glass flask and hook to carry vacolitre flasks. £7. 

(1/024) Bausch & Lomb microscope. Condition as new. Oil, 

high and low power lenses. Two eye-pieces. £60. 

B.G.E. * Hanovia* Ultraviolet lamp. Good condition, 


i O28) Instomatic Cardiette in excellent condition, with 
universal lead selector attachment. Price £180. 

ASSISTENTE VERLANG : ASSISTANTS REQUIRED 
(A/O3M) O.F.S. District Surgeon and General Practitioner 
requires assistant. View to partnership. Salary to be arranged 
(A/O31) Assistant with surgical experience for a large practice 
in a Reef town. Prospects for suitable candidate. Details on 
application. Apply, stating qualifications, age, experience, 
religion and when able to start. 
VERNOOTSKAP VERLANG : PARTNERSHIP REQUIRED 
(P/W29) F.R.C.S. recently done two years’ P.G. work, extensive 
experience as General Practitioner, tropical medicine, interested 
in doing surgery for a G.P. firm. 
(P/W30) Ophthalmic Surgeon desires to acquire practice or 
partnership. 

ASSISTENT BESKIKBAAR : ASSISTANT AVAILABLE 
(A/W57) Lady doctor, additional experience Anaesthetics and 
Pediatrics, requires assistantship as from 1 March 1952. 


CONSULTING ROOMS TO LET 
(R/O1) Johannesburg Central. Furnished consulting rooms 
with services of receptionist, from 1 March 1952, for a period 
of 10 months to one year 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(673) Natal. Average gross receipt £1,650 p.a. Prescribing 
Premium required £1,275. One appointment £200 p.a. Good 
scope for expansion. Double-storied seven-roomed house 
situated on 14 acres and separate surgery building for sale at 
£6,500. Surgery may possibly be rented by arrangement at 
approx. £8 p.m. Picturesque surroundings. Climate notably 
cooler than that of the coast. 

(746) Large dispensing practice, mainly non-European. Average 
annual cash receipts approx. £5,200. £5,500 required for 
premium, drugs and surgery furniture. Details on application. 
(350) Eastern Cape Hospital town. Total gross receipts 
preceding 13 months. £3,700. One appointment. Premium 
£1.500. House for sale at £3,000. Large bond available. £700 
rebate if appointment not transferred. Practice offers great 
scope for practitioner with surgical ability. 

(895) Specialist physician's practice. Details on application. 
(918) Eastern Province solus practice. Premium required 
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£1,400 (includes drugs, su ery furniture, instruments and 

goodwill). Payment £750 cas alance over two years. 

(877) Cape Midlands. Exceptionally well-established solus 

prescribing practice in progressive inland hospital town. Good 

deal of surgery done. Average annual receipts approx. £6,200. 

One appointment. Premium required £3,000. ouse for sale 

at £4,000. Terms could be arranged. Good schools. Willing 

to give thorough introduction. 

Large general practice, eminently suited for a woman. Details 

on application. 

VENNOOTSKAP VERLANG : PARTNERSHIP REQUIRED 

(811) Partnership share in Cape or Natal in predominantly 

English-speaking practice with min. net income £2,500 p.a. 
ASSISTENTE/PLAASVERVANGERS VERLANG 

ASSISTANTS/LOCUMS REQUIRED 
(951) Cape Town, seaside suburb. Experienced gentile as locum 
in partnership practice from early March for 6 months or 


longer. 


DURBAN 
112 Medical Centre, Field Street. Telephone 24049 


PRACTICES FOR SALE 


(D1) In large coastal town suitable for a F.R.C.S. or 
M.R.C.0.G. Total gross receipts from June 1950 to June 
1951, £4,995. Premium £3,100 includes drugs, fittings, surge 
furniture and instruments. Terms could be arranged with 
reasonable cash deposit. Owing to ill-health owner wishes to 
sell immediately. 

(DS) Twelve miles from Durban. Premium £450, including 
drugs. Cash preferred but terms will be accepted. Total gross 
receipts for riod June 1950 to June 1951, £1,970. For 
immediate sale. Present owner setting up as a specialist in 
Durban. 


For Sale 

Established physiotherapist’s practice with good connections in 
new medical building in Johannesburg. Present owner wishes 
to retire due to health reasons. All equipment included in price 
of sale. Suite includes: reception room, consulting room, 
2 treatment rooms with dressing cubicles, shower and steam 
baths, lavatory. Centrally heated, fitted Venetian blinds. 
Reasonable rental. Two practitioners could share. Principals 
only. Write to ‘A. K. K.’, P.O. Box 643, Cape Town. 


Partnership Required 


Young Jewish doctor, married, varied general practice 
experience, seeks partnership in a South African or Rhodesian 
city or town practice. Available immediately. Write to 
‘A. K. N.’, P.O. Box 643, Cape Town. 


(Assistant Required 


Assistant with surgical experience for a large practice in a 
Reef town. Prospects for suitable candidate. Details on 
application. Apply, stating qualifications, age, experience. 
religion and when able to start. Write to Local Agency 
Manager, Medical House, 5 Esselen Street, Johannesburg. 


For Sale 


Well-established practice in a high-class suburb of Cape Town. 
Doctor's magnificent residence included in sale. For 
particulars write to ‘Doctor’, P.O. Box 1822, Cape Town. 


Services Offered 


Doctor and wife (trained nurse) proceeding United Kingdom 
between April and June 1952, willing to look after invalid 
on voyage. For further particulars write to *A. K. J.’, P.O. 
Box 643, Cape Town. 


Wanted 


By a doctor with 6 years’ experience in general practice, a 
wae in Ca vy Town or Johannesburg suburbs. Write 
to * Box 643. Cape Town. 
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Vanderbijl Park Health Committee 


STAFF VACANCIES: PART-TIME MEDICAL OFFICER OF 
HEALTH AND PART-TIME CLINICAL MEDICAL OFFICER 


Applications are invited from bilingual qualified persons for 
the following positions in the Committee's service : 

(a) Part-time Medical Officer of Health at a salary of £400 
net per annum. 

Applicants must be in possession of the Diploma in Public 
Health. 

The successful applicant will be required to devote at least 
10 hours per week to the Committee in addition to any time 
for the purpose of attending meetings of the Committee. 

(b) Part-time Clinical Medical Officer at a salary of £400 
net per annum. 

The successful applicant will be required to carry out part- 
time clinical duties in the Committee's non-European Clinic 
District N.W.2, and will have to devote at least 10 hours per 
week to these duties. 

The successful applicants for both positions will be required 
to enter into contracts of service, to be pees by the Com- 
mittee, which will embody the actual hours of duty and 
conditions of service 

Further particulars in connexion with the abovementioned 
positions may be obtained from the undersigned. 

Applications, giving full details of qualifications, experience, 
age and the earliest date on which duties can be assumed, will 
be received by the undersigned up to noon on Monday, 
18 February 1952. 

Personal canvassing of Committee members for appointment 
in the gift of the Committee is strictly prohibited. Cor- 
roborated proof thereof shall disqualify a candidate for 
appointment. 

P. R. Nell 


P.O. Box 3 Secretary 
Vanderbijl Park 

16 January 1952 

Notice No. 3/1952 


Vanderbijl Park Gesondheidskomitee 


PERSONEELVAKATURES: DEELTYDSE GENEESKUN- 
DIGE GESONDHEIDSBEAMPTE EN DEELTYDSE 
KLINIESE GENEESKUNDIGE BEAMPTE 


Aansoecke word ingewag van bevoegde tweetalige persone om 
die volgende betrekkings in die Komitee se diens: 

(a) Itydse Geneeskundige Gesondheidsbeampte teen ‘n 
salaris van £400 netto per jaar. 

Applikante moet die Diploma van Openbare Gesondheid 

it 


Van die suksesvolle applikant sal vereis word om behalwe 
vergaderings van die Komitee wat hy bywoon, tenminste 10 
uur per week aan die sake van die Komitee te wy. 

(b) Deeltydse Kliniese Geneeskundige Beampte teen ‘n 
salaris van £400 netto per jaar. 

Van die suksesvolle a plikant sal vereis word om deeltydse 
kliniese dienste in die Komitee se Nie-blanke Kliniek, Distrik 
N.W.2, te onderneem, en om tenminste 10 uur per week 
daaraan te wy. 

Van die suksesvolle applikante om beide betrekkings sal 
verwag word om dienskontrakte wat deur die Komitee goed- 
gekeur moet word, en wat die werklike diensure en diensvoor- 
waardes sal beliggaam, aan te gaan. 

Nadere besonderhede in verband met bovermelde betrek- 
kings kan van ondergetekende verkry word. 

Aansoecke, waarin volle besonderhede kwalifikasies, 
ondervinding, ouderdom en die vroegste datum van diensaan- 
vaarding vermeld word, sal tot 12-uur Maandagmiddag, 
18 Februarie 1952, deur ondergetekende ontvang word. 

Niemand mag persoonlik invioed werf met die doel om 
aangestel te word nie; ‘n kandidaat wat hom hieraan skuldig 
maak, kom nie vir die betrekking in aanmerking nic. 


Posbus 3 P. R. Nell 
Vanderbijl Park Sekretaris 
16 Januarie 1952 

Kennisgewing No. 3/1952 


THE 
HANDY BOOK 
FOR 
BUSY DOCTORS 


“ANY QUESTIONS?” 


The book contains expert answers to conun- 
drums posed by practising doctors who have 
needed trustworthy and, above all, practical 
advice on common problems. “How safe is 
the safe period?”, “Should I marry my 
cousin?”, “What can I do to stop unsightly 
hair growing on my face?”; but most often 
he has wanted to know what is sound, up-to- 
date practice in dealing with everyday clinical 
disorders. 

“Any Questions?” was never meant as a 
cheap and convenient alternative to the personal 
consultation with a specialist. The service is 
not intended for unravelling the complicated 
case-history or a baffling chain of physical 
signs. Letter-box diagnosis is firmly eschewed ; 
and indeed it would be unjust to expect that 
kind of assistance from the willing panel of ex- 
pert advisers without whom “Any Questions?” 
could not exist. 


The first printing is a small one, so that early 
application for copies is advised. 


8s. Including Postage 


Obtainable from:— 
THE PUBLISHING MANAGER 
B.M.A. HOUSE, TAVISTOCK SQUARE 
LONDON, W.C.1. 
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When chronic worry retards recovery ... 


Chronic worry frequently stands stubbornly in the 
way of a patient’s recovery from illness and forms 
a troublesome part of the total clinical picture. 

‘Drinamyl’—a balanced combination of ‘Dexedrine’ 
and amylobarbitone—will help you to combat this 


prescription only, in bottles 
of 25 tablets. 


Further information is avaiiable om request 


PHARMACAL PRODUCTS (PTY.), 


problem since it modifies extremes of behaviour and 
brings about an improved outlook, thus enabling 
the patient to cope more readily with day to day 
symptoms is a stimulus to recovery. 


| 


is remarkably helpful 


LTO., DIESEL STREET, PORT ELIZABETH 


for Smith Kline & French International Co., owner of the trade marks ‘Drinamyl’ and ‘Dexedrine’ 
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sus Pension 


(SELENIUM. SULFIDE ABBOTT) 


SELSUN SUSPENSION is a new liquid preparation offered 
for use in the treatment of seborrheic dermatitis of the scalp. 
It is a suspension containing 2.5 per cent. of selenium sulfide, 
with an appreciable amount of detergent added for ease of 
application and. rinsing. It is a safe, pleasant-to-use, orange- 
coloured emulsion which leaves the hair clean, easy to manage 
and with no disagreeable after-odour. 


Laboratories S.A. (Pty.) Ltd. 


Johannesburg . ‘Cape Town . Durban 
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